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1. Sexuality

Introduction

1. The inevitable link between human sexuality and fertility has contributed to
many social customs and values related to sexual behaviour, marriage, the family, the
procreation and status of children. In modern times low infant mortality and effective
fertility control have had an impact on attitudes to sexuality and on sexual behaviour.
Traditional attitudes and strictures on behaviour have lost some of their influence.
Sexual behaviour can be perceived independently of its consequences; the capacity to
avoid pregnancy affects social controls on sexual behaviour. Although there has been
a relaxation of earlier and more rigid codes of behaviour, many people are still not
able to take a responsible approach. Ignorance is a contributory factor.

2. The sexuality or sexual nature of a person includes the following aspects:

(a) the male or female characteristics and functions of the reproductive organs
and other physiological differences related to these

(b) the possession of sexual powers or capability of sexual feelings; the ability to
respond sexually

(c) sexual behaviour including intercourse between the sexes

(d) perception of one’s own sexual nature; behaviour related to this perception.

Sexuality and sexual problems

3. We have not conducted a full-scale inquiry into sexual behaviour and attitudes in
Australia. Our project to survey young people had to be abandoned. We have
referred to studies of sexual behaviour which have been published in Australia and
overseas.' Statistics throw some light on behaviour, e.g. the fact that up to 40 per cent
of live first births are conceived or born outside marriage?, and the abortion rate
among single women, gives some indication of sexual relations outside marriage,
especially among young people; in some cases these are stable relationships and in
other cases they lead to marriage. The number of reported VD cases gives some cause
for concern.

4. A survey of contraceptive practice among young male university students was
carried out for the Commission.’ The survey showed that sexual activity began for 10
per cent of the group prior to 16 and for 66 per cent before 20. The researchers found
a preference for intercourse within a steady relationship.

5. The Scott survey of 203 Melbourne people found that they had been given little
sexual instruction by their parents and knew little of their parents’ sexual rela-
tionships*; 65 per cent felt they would be prepared to discuss their relationships with
their own children’; 62 per cent had had some formal sex education. Seventy-eight

1. A.C.Kinsey et al., Sexual behaviour in the human male (Saunders, London, 1948); A. C. Kinsey et al,,
Sexual behaviour in the human female (Saunders, London, 1953); Schofield et al., The sexual behav-
iour of young people (Penguin, Harmondsworth, 1965); Robert Bell, A sex survey of Australian women
(Sun Books, Melbourne, 1974).

Ruzicka, ‘Age at marriage and timing of the first birth’, Population Studies 30, 3 (in press).

F. C. L. Beighton & J. B. Cole, Attitudes of young males to contraception, Commission research report,

no. 5, 1976.

4, Alan J. Scott, Attitudes to sexuality, Melbourne, Commission research report, no. 7, 1976, p. 12; see
also Sue Wills, Eva Cox, Gaby Antolovich, Attitudes to sexuality, Sydney, Commission research
report, no. 8, 1976.

5. Scott, Commission research report no. 7, p. 14.
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per cent had been allowed out unchaperoned since 16 and 55 per cent thought it
would be helpful for boys and girls to gain practical sexual experiences as part of
growing up. While 69 per cent thought that sex could be enjoyed as a simple physical
relationship, 95 per cent thought sex relationships were more satisfying when com-
bined with emotional relationships.®

6. A study of 171 women and girls attending the State Health Department’s
Womens Clinic in Brisbane, for treatment for VD, reported that:
64.91 per cent of patients interviewed believed that pre-marital sexual relations were now
an accepted form of social behaviour, 36.25 per cent of the 64.91 per cent being of the
opinion that sexual relations with a casual partner were also socially acceptable, and this
group was obviously very promiscuous. Some 14.62 per cent had some guilt feelings about
pre-marital or extra-marital sexual relations, while 8.18 per cent disapproved. The last-
mentioned group mainly consisted of married women who had been infected by their hus-
bands . . . In the present group 52.63 per cent exhibited a lack of concern about their
venereal infection . . .
Many young girls stated that they did not enjoy sexual relations, their behaviour being
motivated by social urges rather than biological ones, and their need for a man appeared
social rather than sexual.”

7. In 1973 Professor Robert Bell published 4 sex survey of Australian women based
on data relating to 1442 women. The pattern presented was one in which private sex-
ual morality had changed considerably without any consequent change in public
morality, i.e. in which actual behaviour is not matched by a change in public
attitudes.’

8. The general picture presented in these and in other surveys is that of a breakdown
of traditional controls on sexual behaviour.

9. Although there is widespread agreement about the need for people to understand
their sexuality and ‘to enjoy the happiness of their physical sexual loving by free and
responsible decisions”, there are many barriers to the achievement of this. They arise
in part from ignorance and misinformation, in part from false expectations and from
views of male and female roles, and in part from community attitudes which restrict
open discussion and the imparting of information. Lack of access to services is
another important factor, and in some cases the relevant professionals, including doc-
tors, are moralistic and judgmental.

10. Dr Bob Montgomery, senior lecturer in clinical psychology at La Trobe, wrote:
My impression, based on the research evidence and on our clinical experience, is that the
level of satisfaction in sexual relationships in the Australian community is extremely low,
and this contributes to marital disharmony, marital breakups and personal unhappiness. It
is my belief that the two major causes of this phenomenon are the general lack of an honest
and meaningful sexual education coupled with the popularity of misleading attitudes and
myths relating to sex, particularly the double standard.”

Bell’s survey suggested that a low level of satisfaction in marriage may contribute to

extra-marital sexual activity.

11.  Psychosexual problems such as frigidity and impotence are caused by and also
lead to anxiety and repression, and to misunderstanding. Dr Frank Weston, an
Adelaide psychiatrist who specialises in dealing with sex difficulties, described some
of these misunderstandings as follows:

6. ibid., p.23.

7. B. A.Smithhurst& J. L. Armstrong, Medical Journal of Australia 1 (1975), pp. 339-43; Exhibit 103.
8. Bell, p. 165.

9. Submission 1146, Dr J. Billings.

10. Submission 1054, Dr R. B. Montgomery; see also Submission 105, Dr G. Dudgeon.
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One of the misunderstandings is that men know how to arouse women. Some men learn by
chance, some may learn by instruction. Many do not know unless the woman tells them;
they won’t find out. Women cannot tell them because they are supposed to know. They
cannot ask what they are supposed to know and if the woman does not know, on top of
that, anyway, itis a bit of a bind."

12. Dr Jules Black, a practising gynaecologist who specialises in sexual therapy,
stated that, of a review of female and male patients, only three women in 750 were
completely sexually aware.”? Many of his women patients were unaware of their own
sexual anatomy or of the factors involved in sexual arousal.

13. Factors contributing to psychosexual problems are lack of information and
faulty information. The low level of knowledge about sex and sexuality was men-
tioned in Part II and we there quoted the comment that ‘ignorance is not bliss’.” The
ignorance also includes a great deal of misinformation. Contraceptive practice was
also said to lead to frigidity."* Sometimes formal instruction itself contributes to the
problem by its deficiencies, by concentrating on the technical rather than the emo-
tional sides, and by reinforcing or conveying attitudes on what is or is not appropriate.

14. Some submissions suggested that society instils guilt in individuals®, and some
blamed churches for this." What is suggested is that the social controls tend to
emphasise the forbidden aspects of sex (the don’ts) rather than impart information
about the positive aspects of sexual expression.

15. Dr Montgomery considered that ignorance of the need to take responsibility for
one’s sexual response arises partly from moral attitudes. He informed the
Commission that he believes in teaching masturbation techniques to women as part of
their treatment in learning to take responsibility for sexual pleasure, and to overcome
sexual anxiety.” Dr Weston" and Dr Ron Farmer” similarly believed masturbation
helpful for a person’s sexual development, particularly for women, as it permits them
to accept responsibility for their sexual satisfaction instead of leaving the
responsibility entirely with the man.

16. Yet it is claimed that in some sex education programs masturbation as a topic is
avoided. Religious attitudes may also inhibit masturbation and its discussion.” This is
unfortunate because young people may be left with a feeling of anxiety, or even guilt,
about their sexual appetite.

17. Many psychosexual problems can be treated and overcome; a body of
knowledge has been built up about human sexual response.” Films such as Sexuality
and communication and some books can play a part in popularising this knowledge
and in releasing inhibitions especially when they emphasise the universality of sexual

11. Evidence, p. 1341, Dr F. Weston.

12. Evidence, pp. 34-7, DrJ. S. Black.

13. Submission 1004, P. Battersby.

14. Submission 105, Dr G. Dudgeon.

15. Submission 1214, Mr Max Wilson.

16. Submissions 1232, Mr W. J. Helem; 193, David Morrow; 307, Mrs Sandra Vaughan; 732,
G. & C. Somssich.

17. Submission 1054, Dr R. B. Montgomery.

18. Evidence, pp. 1339 ff, Dr F. Weston.

19. Submission 433, Dr Ron Farmer; see also E. R. Csillag, Treatment of female sexual problems
(unpublished).

20. The Vatican, Declaration on certain questions concerning sexual ethics, January 1976, described mas-
turbation as ‘an intrinsically and seriously disordered act’.

21. e.g Havelock Ellis, On life and sex: essays of love and virtue (Doubleday, NY, 1937), p. 103;
W. H. Masters and V. E. Johnson, Human sexual response (Little Brown, Boston, Mass., 1966);
W. H. Masters and V. E. Johnson, Human sexual inadequacy (Little Brown, Boston, Mass., 1970).



problems and their solution. Dr Weston instanced Forum as useful in this regard.”
The importance of developing adequate skills in communication has been mentioned
in Part IT but needs continually to be emphasised.

18.  Clinical psychologist Bettina Arndt said research had shown that one in three
couples claimed to be sexually dissatisfied.” The mass media, in her view, were a
means of contacting large numbers of people quickly. Media discussion could fairly
readily overcome ignorance. Many people believed that their attitudes or practices
were unusual and felt guilty about them. In some cases, the knowledge that many
others shared similar behaviour reduced the tension and guilt of the person. In others,
where help was necessary, media discussions could make it known where to find ap-
propriate assistance. At one stage the Broadcasting Control Board recommended that
she be not permitted to make further broadcasts on radio or television. This recom-
mendation has now been withdrawn.

19.  There were differing views from the experts about the parental role in education.
One of our witnesses, Dr Farmer, emphasised the importance of parental influence
and the need for parents to impart not only technical information but also the
emotional aspects of sexuality.
All that is important is that the parents communicate openly and honestly at all times with
the child about sex in response to the child’s queries . . . The parents have a very rich
storehouse of sexual information based on their own experience with sex, and the time
they have spent in thinking about sex.*

20. Dr Weston, however, felt that parents were not always helpful.* These views
give weight to the calls for parental education and for involving parents in human
relationships education. Parents need to be encouraged to participate in this aspect of
their children’s education but this is possible only when they feel comfortable
about it.

21. A main difficulty for people with psychosexual problems seems to be the reluc-
tance with which they approach experts for advice; many appear unable to identify
the sexual problems adequately. Doctors are often unable to deal with patients. One
submission said:

The distressing situations faced by people who have problems whick: are related to sex in
any way must be seen to be believed . . . The shame, guilt and self-disgust aroused in
people by doctors and other community services when they have to declare themselves to
be sexual beings is inhuman.*

22. The Family Planning Association of Western Australia commented on the lack
of medical education in sexuality and doctors’ difficulties in relating to and coping
with the sexual problems of their patients.” They called for better professional train-
ing in this area, as did many others. This question is fully considered in Part IIL

23, Specialisation in sexual counselling and treatment is a recent phenomenon and,
of course, it requires a sufficient number of professionals who are themselves comfort-
able and emotionally adequate.

22. Evidence, p. 1342, Dr F. Weston.

23. Evidence, pp. 2608-22, Ms Bettina Arndt.

24. Submission 433, Dr R. Farmer.

25. Evidence, pp. 1432 ff, Dr F. Weston.

26. Submission 535, Yvonne Foster; see also Evidence, pp. 38 ff, Dr J. Black.
27. Submission253, WA FPA.
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24. We heard evidence about specialist clinics in Sydney, Melbourne and Adelaide;
Family Planning Association clinics also offer sexual counselling. We were told, how-
ever, that it is difficult for them to cope with the large number of persons who seek as-
sistance. The main problems referred to one clinic were said to be masturbation
worries, impotence and menopause.”

25. While most people agree that the ability to cope with one’s own sexuality is
desirable, not all could agree on how to achieve this end. Dr Clair Isbister expressed
the following view:

There is no evidence that teaching procreational or recreational sex improves
man-woman relationships, marital stability, family life or child care, or that it reduces the
incidence of sexual intercourse in adolescence and the percentage of illegitimate births.”

A student counsellor made the point that society is ‘expecting too much of sex’; that it
is required to be fulfilment therapy, the final solution. Sex, he says, cannot meet such
expectations, and he instances the ‘often disastrous one-night stands of the lonely and
unpaired’. This counsellor advocates the establishment of human relationships
courses in schools, for ‘learning to love’.%

Conclusions
26. The Commission concurs with the view that ‘the ethics of sexual relationships
are based on . . . principles of co-operation, self-expression, concern for others’.

27. Maturity in sexual matters involves the acceptance of responsibility for sexual
relationships. This in turn requires knowledge and education for human relationships,
encompassing at least the processes and functions of sex and reproduction, and a full
comprehension of the consequences of sexual life including the positive aspects of sex-
ual expression and adverse consequences such as sexually transmitted disease.

28. Education should provide acceptance of sexuality as:

. . an expression of the total personality [producing] . . . individuals each confident of
his or her own identity and being tolerant of the differences which exist with others.”

29. Many people obtain only partial and distorted views of physiological and other
matters related to sexuality because of the intrusion of moral and emotional factors
into what should be, on one level, an objective factual presentation of information. It
is clear to us that the formal aspects of this educational activity need to be in the hands
of professional educators because parents often do not have sufficiently accurate
information and many are too embarrassed to speak about it.

30. Parents are, of course, central as primary role models of human relationships for
their children. Even where parents are unable to deal with the facts of sex and rela-
tionships, they are the main examples followed by their children in learning how to
relate to other people both sexually and generally.

31.. Wesee a need for adult education and for services to help people identify sexual
problems and seek help with them. The education needs to be in the context of human
relationships and should emphasise the role of personal responsibility in sexual rela-
tionships. There is a need to recognise the individual distress arising from sexual
problems and to regard satisfactory sexual functioning as an important aspect of

28. Submission 535, Yvonne Foster.
29. Submission 455, Dr Clair Isbister.
30. Submission 512, Geoff Ainsworth.
31. Submission 569, William Pitty.
32. Submission 886, RACGP.



health and well-being. Health care programs should provide for sexual health in ac-
knowledgment of its importance to mental and physical health and to social adjust-
ment. Professionals in medical and counselling fields should receive adequate
training in dealing with sexual problems, at least sufficiently to enable referral to
specialists where necessary. The establishment of counselling units as part of facilities
offering fertility control and other related services should be supported. More trained
professionals, including clinical psychologists, therapists and social workers are
needed. Fees for their services should be covered by Medibank and other health
insurance funds.

Sex and the handicapped

32. Until recently sexual activity for the handicapped was often regarded as a taboo
topic, or thought to be impossible. Those mentally handicapped from birth were
rarely given any information or help with the basics of sex and the physically handi-
capped were told to think of other things. This was even the case with those physically
handicapped by accidents in later life. Yet it is important to realise that sex is more
than just the act of coitus; touching, nearness and companionship are also com-

nents of a satisfying relationship. Loving relationships may be of even greater
importance for this group, since the range of activities open to them may be more lim-
ited than to the able-bodied.

33. Attitudes are changing, but slowly. The facilities for counselling, education and
support in this area are still patchy and, in some parts of Australia, non-existent. We
had considered a research project on sexuality and the handicapped but had not time
or resources to complete it. Further research is most desirable.

Rehabilitation and information

34. There is an obvious need for sexual rehabilitation and for imparting techniques
adapted to the individual needs of the handicapped. These services should form part
of the total health care program in this country. They could be provided by hospital
departments, or through human sexuality programs, Family Planning Associations,
special schools and groups for the disabled. These rehabilitation programs could
include lectures, group discussions and private consultations. The partner should be
present wherever possible and topics should cover:

effects of injury or illness on sexual functioning
adjustment to new ways of functioning
adjustment to role changes and new self-image
techniques for new sexual functioning

sexual options

35. The Family Planning Association, NSW, informs us that it is prepared to run or
aid in the setting up of such programs if the institutions concerned would accept the
need for them.

-36. The provision of such information is equally important for the ‘helping’ pro-
fessions (nurses, doctors, orderlies, social workers, clergy, physiotherapists, occu-
pational therapists), for medical students, and for friends and relatives of the handi-
capped. Professional personnel should learn to understand the sexual needs and
options available to the disabled in their basic training. Those workers who experi-
ence difficulty working with the handicapped should be helped to understand their
own views and limitations.



37. Rehabilitation centres and hospitals for the physically disabled should organise
continuing educational programs on sexuality for their staff (both medical and
paramedical). The Austin Hospital, Melbourne, has begun a program of this type.
Regrettably other hospitals have not followed suit.

38. Follow-up counselling services are needed for disabled persons who are no
longer patients in rehabilitation centres.

Removal of constraints

39. Itis easy for those in charge of institutions to over-protect the handicapped, even
when their charges are adults. Thus, in Victoria recently, two professional workers
were dismissed for assisting and encouraging a handicapped couple in their rela-
tionship. It appears that there is a great need for administrators to acknowledge the
sexual needs of handicapped people in the planning of facilities in institutions and
hostels. Some still prohibit men and women from visiting each other’s rooms.

40. There are some people who seem to wish to impose their own moral ideas on
handicapped people; rather the latter should be given sufficient information and help
to work out their own sexual options.

41. Hence all institutions need to make sure that handicapped people can enjoy
some privacy. Everyone needs to be alone at some time and the handicapped person
is no exception.

Education

42. We welcome the current moves in some States to integrate handicapped with
other children. Desegregation of handicapped young people would allow them more
social contacts. For example, blind children who are educated in sex-segregated
schools can grow up with no direct knowledge at all of contemporaries of the other
sex.

43. Institutions that house or educate handicapped people of any age should have
continuing educational programs on sexuality in which both residents and staff should
participate. Staff need to be able to answer questions knowledgably and to offer
informed support. Educational programs should cover:

e basic anatomy and physiology
e reproduction

e sexual behaviour

¢ sexual attitudes

* sexual responsibilities

We were told that blind children have a special need for teaching aids, such as
models, to help them to understand physiology and anatomy.

44. In Adelaide the South Australian Family Planning Association helps to organise
courses on sex for the handicapped. The Melbourne University Social Biology
Resources Centre runs courses on sexuality, including sex for the handicapped. The
NSW Family Planning Association has been running such courses in some private
and governmental institutions but there needs to be a more intensive and more far-
reaching educational plan.

45. ‘Special education’ teachers should participate in intensive courses on sexuality
during their training to enable them to carry out similar programs in the schools.



Social activities

46. One of the greatest problems facing the handicapped population is isolation.
Handicapped people need to meet and mix and form relationships with other people.
Hence the value of community groups. Single sex institutions, isolated from the rest of
the community, do nothing to help the handicapped person overcome loneliness.
Future planning should include small-scale ‘mixed’ hostels in the community, with
back-up support systems available when needed.

Conclusion

47. Itdoes seem that, in general, there has been a failure to acknowledge and accept
the needs of the handicapped in social planning and administration of institutions.
The general public should be made aware of the problems facing them in matters
relating to sexuality. Our view is that understanding of, and sensitivity to, these needs
should be fostered. The ability to develop a satisfying sexual relationship may be an
important factor in the well-being of a handicapped person and in his or her ability to
cope adequately with life. To quote Alex Comfort, ‘Virtually nobody is too disabled
to derive some satisfaction and personal reinforcement from sex’.”

Sex and the ageing

48. Much of this report concentrates on the sexuality of young people and their need
for education, information and services. It should not be overlooked that sexual needs
do not disappear with advancing age; they may change and they may give rise to
problems which need consideration.

49. In a paper given at a family planning symposium, in July 1976, Dr Gillian
Diamond wrote:
The messages we have received tell us that old age brings a period either of asexuality or
abnormality. All the education you have received during your life will have taught you
that old men are ‘dirty’ and older women ‘don’t’. The message is sex is wrong if you are
old and this also applies if you are mentally ill, mentally retarded or physically handi-
capped. All our institutions are organised so that this message is reinforced.

Others have pointed out the barriers which are put up to inhibit and discourage older
people from engaging in sexual activity.”® The medical and nursing professions and
others concerned with the care of the ageing should be aware that they have sexual
needs, and that there may be problems due to the ageing process or to the loss of a
partner.*

50. The organisation and administration of institutions which care for old people on
a long-term basis too often ignore their sexual needs, even to the point of separating
husbands and wives. Double beds may be excluded from nursing homes and hostels,
there may be no privacy and overnight visits from members of the opposite sex may
be forbidden. We regret this lack of understanding (which is not universal) and urge
that attention be given to the needs of old people in the planning and administration
of institutions.

33. Alex Comifort, in T. O. Mooney, T. M. Cole and R. A. Chilgren (eds), Sexual options for paraplegics
and quadriplegics (Little Brown & Co, Boston, 1975), foreword.

34. G. Diamond, Education and sexuality (paper delivered at the ‘Family Planning and the Law’ sym-
posium, Monash University, 3-4 July 1976), p. 4.

35. Mrs B. Barnard, psychologist (address to a seminar on ‘Ageing and the five senses’, South Australian
Council on the Ageing Inc., 24 November 1976).

36. See Theodore M. Cole, ‘The physician’s role in working with the sexuality of the elderly’, in J. T. Kelly
(ed.) Perspectives on human ageing (Minneapolis, 1976); Ivor Felstein, Sex in later life (Penguin,
1973); Alex Comfort, A good age (Blayley, London, 1976), p. 192.



51. It is sometimes more convenient for elderly people to cohabit rather than to
marry. Our attitudes should take into account that marriage reduces the amount of the
pension received by a couple. We need to develop more realistic attitudes and under-
standing of the ageing person as a sexual person, and recognise that most aged per-
sons are mature, responsible and capable of making decisions.

Sexuality and life cycles

52. Our terms of reference direct attention to the ‘physical, psychological and sexual
problems experienced by women in adapting to marriage and before, during and
after menstruation’ with reference to medical training. Although this term expressly
directs our attention to the sexual problems of girls and women, we are, of course,
aware that the physical changes of puberty are just as important for boys as for girls.”
The psychological adjustment of a male to the stages of his sexuality can give rise to
problems for him which are potentially serious and which may need the help of the
professional services to which we have referred. Boys and girls both need help in
understanding the physiology of their own sex and of each other’s sex. Their anxieties
should not be allowed to build up, but should be given opportunities for discussion
and explanation. For women, the stages of the sexual life cycle have special impact
and can cause problems not necessarily connected with any sexual relationship.

Menstruation

53. A girl’s physical introduction to the connection between sexuality and health
usually occurs at the menarche or beginning of the menstrual function. The function
diminishes when a woman is in her 40s or 50s, and when it ceases she has passed
child-bearing potential; this period of termination of fecundity is called the meno-
pause. Doctors understand menstruation and menopause as endocrine events, but
they often ignore the effects these events have on the woman s life.

54. The onset of female puberty has advanced over the last 100 years or so and the
menarche now occurs on average at 13.%* A recent small survey found that 9 per cent
began menstruation at 10.* This is highly significant for consideration of sexual be-
haviour and of sex education in schools. Many girls begin menstruation in ignorance
or in fear because of the inadequacy of their parents (or of the education system) to
prepare them for the event:

It was a shock to me because my mother didn’t tell me anything and I wasn’t prepared and
I was embarrassed to tell my mother because she didn’t explain anything to me.*

School programs should try to fill the need which some girls must have of a proper ex-
planation of menstruation.

55. Menstruation is often a traumatic experience for girls and can be a painful and
fatiguing time for many women.* Study of the phenomenon has been confined
mainly to academic interest in endocrine, gynaecological and psychiatric research.
One contribution to practical understanding of the impact of menstruation on the

37. See‘The teens’, a series of ABC radio broadcasts about the 12-15 age group (1974), pp. 15-16.

38. Carl Wood, ‘Gynaecological survey in a metropolitan area of Melbourne’, ANZJOG 12 (1972),
Pp- 147; Dr Lucienne Lanson, in From woman to woman (Penguin, Harmondsworth,. 1975), states that
in the US the average age for the start of menses is 12% and that by 2000 it will be close to 11 years 9
months.

39. Evidence, p. 550, Prof. Carl Wood.

40. Teenagerin ‘The teens’ (ABC, 1974), p. 25.

41. D.F. Roberts, M. J. Danskin, S. Chinn, ‘Menarcheal age in Northumberland’, Acta Paediatrica Scan-
dinavia 64,6 (1975), pp. 845-52.
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individual is Dr Katherine Dalton’s work, compiled in The menstrual cycle. The
social implications are suggested in their proper perspective. In Britain in 1960 the
cost to industry of lost productivity associated with menstruation in workers or
workers’ partners was an estimated 120 million working days. In the USA the cost in
one year was $5 thousand million.” Women in the pre-menstrual period are more
likely to be involved in accidents, to attempt suicide and commit crime than they are
at other times in the cycle. Eighty-four per cent of crimes of violence in French women
were said to have been committed just before or during menstruation.” Menstrual
periods are also associated with emotional conflict and with display of emotions of at-
traction and hate. They are ‘characterised by relatively poor impulse control’.*

56. Menstrual-associated symptoms can be headache, pelvic pain and depression;
they are often accompanied by impaired performance and a decline in motor co-
ordination. Pain in connection with menstruation is often accepted as normal. Pro-
fessor Carl Wood made the following comment:
. women will accept a burden in our society. I think they are slowly throwing this off to
some extent but if you allow a woman to actually talk to you about her menstrual cycle and
menstruation, it is quite surprising what she accepts . . . asherlot.”

Professor Wood’s observation is partly based on a study of 990 women in Prahran,
Victoria, carried out in 1968-69, which found that half suffered menstrual disturb-
ances which affect their life, accompanied by periods which were either painful, pro-
longed or heavy.” Symptoms were more frequent in the presence of psychiatric illness
and psychoneurotic symptoms; smoking and medication were more common in
patients with menstrual symptoms. Professor Wood commented:

Many men . . . have no knowledge of female menstruation and therefore are unable to
understand why the person they are living with has changes of mood, not necessarily bad
changes but the moods do change, and men need to be educated into what is menstru-
ation; how a woman feels if she is bleeding heavily or abnormally or having pain and how
this will affect her life in relation to him, how she feels about cooking the meal, having
intercourse or anything else he needs. This sort of education does not exist in most male
schools.”

He stressed the need for further research into the effects of menstruation on women’s
role and into the psychological and social facts affecting menstruation.

57. We agree, and would emphasise that traditional attitudes which regard men-
struation as dirty or demeaning may have a substantial psychological effect on the
attitudes and behaviour of women.

58. Some action can be taken to relieve the effects of menstruation; it is possible to
delay the onset of menstruation by taking progestagen where some important event is
planned to occur.”® Nevertheless more needs to be understood. The introduction to a
recent publication, The curse of Eve, commented:

42. K. Dalton, The menstrual cycle (Penguin, Harmondsworth, 1969), p. 129.

43. W.R. Cooke, American Journal of Obstetrics and Gynaecology 49 (1945), p. 457.

44. D. G. Hertz, M. R. Jensen, ‘Menstrual dreams and psychodynamics’, British Journal Medical
Psychology 48,2 (1975), pp. 175-83; see also P. Bergsjo, H. Jenssen, O. D. Vellar, ‘Dysmenorrhoea in
industrial workers’, Acta Obstetrica Gynaecologica Scandinavia 54, 3 (1975).

45. Evidence, p. 548, Prof. Carl Wood; see also Evidence, p. 1439, Dr Johnson.

46. Evidence, p. 550, Prof. Carl Wood.

47. ibid., p. 548.

48. Dr M. Smith, ‘Is menstruation really necessary?’ in K. Dalton (ed) The curse of Eve (National Sym-
posium on Menstruation and Menopause, Royal Society of Medicine, 1975).
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. . . the medical profession has an opportunity to help women’s move for equality. The
physiological handicaps are not insurmountable, but they do require a better understand-
ing and more sympathetic consideration.”

59. We conclude that too little is known about the menstrual cycle. There is a need
to conduct further research into the psychological needs of the adolescent girl, into the
health and social problems of menstruation, the menstrual cycle and dysmenorrhea.
Information about these matters should be incorporated into courses on sexuality for
boys and girls.

Menopause

60. The menopause, or climacteric, is the physiological cessation of menstruation. It
occurs usually between the forty-fifth and fiftieth years of life. It is characterised by
altered hormonal levels.® There appears to be no automatic loss of or decrease in sex
drive; and for some women sexual enjoyment may improve as the fear of pregnancy
disappears.”!

61. Undoubtedly, however, the menopause, or ‘change of life’, is a period of
difficulty for many women.

At no other time in a woman’s life is there such a complex interplay between physical and
psychological factors as during the menopausal years. Along with the physical stresses
brought about by hormonal imbalance, the psychological and emotional reaction of each
woman to this normal transition will vary depending upon her previous life style, attitudes
and self-image.”

We understand that in some cultures the menopause is positively welcomed; this
could well be investigated further.

62. Summers suggests that the menopause may be as much a social as a physical

event for a woman.
Large numbers of women experience depression on reaching menopause. It is difficult to
know the extent to which this is a learnt response to the idea that already ‘worthless’
women have even less value once they are no longer able to fulfil the main role of women
in a patriarchal society, and how much is hormonally induced . . . Children are usually
grown up and have often left home when their mothers begin menopause. It is often also
the time at which the husband’s job is most demanding and requires him to be away from
home for long periods each day . . . All too frequently the menopausal woman cannot
but see her life is over: she knows of little else to do with her life except care for her hus-
band and children, yet now they barely need this care.”

63. The social aspect of menopause—the transition from one phase of a woman’s
life to another with consequent identity problems—is not always acknowledged in the
medical treatment of menopausal symptoms. One of our witnesses, Dr Jean Hailes,
pointed out that:
There is evidence that only 15 per cent to 20 per cent of women go through the menopause
free of symptoms.*

Andther submission said that women were unable to get hormonal treatment for
menopause; they were often told by doctors to grow old gracefully* although a few
enlightened ones were willing to help.

49. Dalton, ibid.

50. DrJ. Christie Brown, ‘The menopause’, ibid; see also Lanson, p. 285.

51. Lanson, p. 291.

52. ibid,, p. 285.

53. Anne Summers, Damned whores and God’s police (Penguin, Melbourne, 1975), p. 100.
54. Evidence, p. 512, DrJ. Hailes; see also Lanson, p. 289.

55. Submission 535, Yvonne Foster.
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64. Dr Hailes has carried out research on the menopause at Prince Henry’s Hospital
in Melbourne. Her attempt to follow a large sample in about 1970 failed to meet its
desired number of patients to study. She attributes this lack of success to the view that
women should ‘put up with these symptoms because their mothers did’. She told the
Commission that menopause need not be ‘put up with’, and could be treated. But she
said public education was needed to advise women of this, and medical education
should include it. Questioned about oestrogen therapy she said:

. women apparently feel fine with it . . . However . . . it is not the only solution,

since there are many other symptoms which need to be specifically treated.*

Others have also questioned this form of treatment and pointed to the need for further
research on its effects.”

65. Dr Hailes was concerned at the emotional, rather than physical, stresses of
menopause. She emphasised the need for new research.

66. A study of 539 women in Britain indicated:

. a high prevalence of minor psychiatric iliness in women aged 40-55 years . . . be-
fore the menopause and lasting until about one year after menstrual periods had ended.

Further research was called for.*®

67. We support the calls for further research into health problems of menopause.
The results of such research and information already available should be incor-
porated into medical education and into education on sexuality. The Family Planning
Association organises some menopausal counselling clinics. Action such as this should
be supported and encouraged. ‘

Male and female cycles

68. Periodically this century endocrinologists have begun to show evidence for a
monthly cycle in the male, similar to that of the menstrual cycle in the female. Hor-
mone and mood changes in men have been studied and show pronounced hormonal
fluctuation.* Contemporary research investigates the probability of synchrony among
people who live together. In 1971 a Harvard scientist found that women living
together in college dormitories, or some type of communal arrangement, tend to show
similar temperature cycles, and to menstruate simultaneously.

69. In Victoria the researcher Margaret Henderson has recorded that men, as well
as women, show periodic emotional and physiological changes, sometimes with
symptoms similar to those which characterise the female cycle. There is evidence in
her research of an hormonally related male temperature cycle, and of synchrony with
a cohabiting, ovulating female.

This consideration arose out of the observation that some menstrually related conditions
also occur periodically in men, e.g. migraine, depressed moods, asthma and alcoholic
bouts.®

56. Evidence, p. 516, Dr J. Hailes.

57. Christie Brown in Dalton (ed.)

58. C. Barbara Ballinger, ‘Psychiatric morbidity and the menopause; screening of general population
sample’, British Medical Journal 3, 5979 (1975), pp. 344-6.

59. Estelle Ramey, ‘Men’s monthly cycles’, Selection of readings from Ms magazine, p. 175: ‘In Denmark

. a careful, 16-year study was conducted in which male urine was tested for the fluctuating
amounts of male sex hormones it contained. The result: a pronounced 30-day rhythm was revealed
through the ebb and flow of hormones.’

60. M. E. Henderson, Conditions related to the menstrual cycle in women and evidence for a male hor-
monal cycle, in Proceedings of the Womens Health Conference, Uni. of Queensland, 25-29 August
1975 (in process of publication by AGPS for the Australian Department of Health). A summary of this
paper appeared in Health 25,4 (1975) p. 7.
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She found that when the:

. characteristic mid-cycle temperature drop, associated with ovulation in the female,
occurred—there was a similar temperature fall the same morning in the cohabiting
male . . . Two homosexual males living together also showed the characteristic mid-
cycle synchrony.®

The complexity of how synchrony is conveyed, or achieved, has yet to be understood.
In view of the possible effects on human relationships, we think that there is a case for
further research in this area.

70. There might be a tendency to place too much emphasis on cycles as an expla-
nation for various ills. It is sometimes complained that a general reaction by male doc-
tors to female problems occurring anywhere between the ages of 35 and 50 years is to
attribute them to menopause. This biological explanation ignores the possibility that
menopausal problems may themselves be simply symptoms of a deeper malaise con-
cerning the whole life and identity of a woman, and the attitude of society to older
people.

71.  The tensions of ‘normal’ married life can be severe for a woman even before she
reaches menopause. Depression in women may be a response to these tensions.
Depression is also taken to be an inevitable part of aspects of the female role; post-
partum depression and pre-menstrual tension would be the other main examples
along with menopausal depression. Depression often leads to drug taking in many
cases, and this in turn is connected with a high incidence of suicide attempts:

. mainly by over-consumption of the very psychotropic drugs which were intended to
provide relief from depression, anxiety or insomnia.”

Conclusion

72. We conclude that there is a need for further research into the psychological
needs of the adolescent girl, and into the health and social problems related to the
menstrual cycle. Life cycles and synchrony of cycles should also be researched. The
NH & MRC, the School of Social Biology and the proposed Institute of Human
Reproduction and Sexuality should encourage research in this area and should not
limit such research to one sex. Medical education should include information about
these matters, as should all education programs on human sexuality.

Sexually transmitted diseases

73. Ignorance of sexuality contributes to risk taking, to early sexual experience and
to unprotected intercourse with the attendant risks of pregnancy and venereal disease.

Syphilis and gonorrhoea

74. Syphilis is transmitted by sexual contact or by infection of the child in utero. It

has three stages, the first characterised by a chancre or painless sore on the part

affected, the second by lesions of the skin and mucous membranes, the last by de-

%eneration of bone, muscle and brain tissue. The only known cure is penicillin in large
oses.

61. M. E. Henderson, Evidence for a male menstrual temperature cycle and synchrony with the female
menstrual cycle (a paper given to the Combined Meeting of the Endocrine Societies of Aust. and NZ,
15-18 February 1976), ANZJMed. 6, 3 (1976), p. 254 (abstract only); a summary of this paper
appeared in the AMA Gazette, 1 April 1976, p. 9.

62. B. Furnass, ‘Changing patterns of health and disease’, in M. Diesendorf (ed ), The magic bullet (SSRS,
ACT, 1976), p. 15.
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75. Gonorrhoea is more prevalent than syphilis. It is characterised usually by a
burning sensation at urinating and a discharge of mucus from the membrane of the
vagina or urethra.

76. Both these venereal diseases display characteristic symptoms, yet can go unob-
served, especially in women. The 1960s and 1970s have marked a resurgence in
world venereal disease. In Australia incidence is according to table IV.1.

Table IV.1 Incidence of notified venereal disease in Australia for calendar years 1975 and
1976

1975 1976
State Gonorrhoea  Syphilis Total Gonorrhoea  Syphilis Total
NSW 3517 304 3821 3535 645 4180
Vic. 2242 177 2419 1941 178 2119
Qld 1718 482 2200 1492 529 2021
SA 2114 305 2419 1855 484 2339
WA 1977 657 2634 1932 654 2586
Tas. 172 2 174 165 2 167
NT 494 438 932 515 679 1194
ACT 67 12 79 44 4 48
Total 12 301 2377 14678 11479 3175 14654

Source: Statistical division, Department of Health, Canberra.

77. Table IV.2 shows cases actually notified according to the Department of Health,
Canberra. There may be many more. The changing rate may reflect a change in
reporting practice as well as a change in incidence.

TableIV.2 VD rate Australia 1971-75 (all cases of
gonorrhoea and syphilis per 100 000 population)

Number % of syphilis

Year Rate (all forms) cases
1971 90.87 11616 9.3
1972 94.32 12254 9.9
1973 96.97 12 767 11.2
1974 110.30 14 755 14.8
1975 108.41 14 678 16.2

Source: Department of Health, Canberra.

78. Dr Barry Smithurst, Reader in Social and Preventive Medicine at the University
of Queensland Faculty of Medicine, estimated to the Commission that:

Of the venereal disease notified in Queensland per year only 12-15 per cent is notified by
private doctors and 85 per cent by hospitals and clinics . . . I would estimate only about
one case in five is notified.

Dr Smithhurst told us that 20 per cent of cases arose from homosexual contact.*
Young people are a high risk group. Dr J. Billings told us that in Victoria venereal dis-
ease, together with measles, colds and flu, is the most widespread disease.®

63. Evidence, p. 1600, Dr B. Smithurst.

64. ibid., pp. 1602 fF.

65. Evidence, pp. 2846-67; Submission 1146, Dr J. J. Billings.
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79. One of the main factors contributing to the spread of venereal diseases is
ignorance of their causes, symptoms and effects. Schofield’s study of young people in
London reported that three-quarters of the boys and four-fifths of the girls who were
sexually experienced would not have known the symptoms of venereal disease.*
Ignorance is highest among the adolescent girls who comprise the group most at risk
of catching and spreading venereal disease.” Women often do not develop symptoms
of gonorrhoea but remain carriers.

Other sexually transmitted diseases

80. In addition to the major venereal diseases, there is another group of infections
spread by sexual contact or behaviour, referred to as STDs—sexually transmitted dis-
eases. These were the subject of a recent expression of concern by the National Health
and Medical Research Council. They recommended that public health personnel give
special attention to the delineation of groups at high risk in the population, and to
related morbidity. It is highly desirable that special efforts be made to reach these tar-
get groups with education, information and treatment in a climate of tolerance.

81. Other sexually transmitted diseases include trichomoniasis, candidiasis, non-
specific urethritis, genital warts, genital herpes and pubic lice. They have a range of
such symptoms as vaginal soreness, pain, irritation, discharge and other symptoms
such as pain at urinating, or painful intercourse. Certain situations predispose to infec-
tion, e.g.
. intercourse with an infected partner, use of antibiotics, pregnancy, wearing under-
wear which precludes aerobic circulation, oral contraceptives and diabetes.®

82. Special attention should be given to the phenomenon of herpes simplex virus
type 2 (HSV2). This is a viral condition for which there is no effective cure and it may
have a link with cervical cancer.” The importance of honesty is paramount because
anyone can be at risk with an infected partner, and no individual should be ignorant
of tisks to health in a sexual encounter. A pregnant woman who is subject to herpes
simplex virus type 2 infection may have her child delivered by caesarian section to
avoid serious infection of the child. Women should be aware of the consequences of
HSV2 infection.

83. The NH & MRC has recommended that STDs be reported and uniform stat-
istics kept; this would be separate notification from that for venereal disease. We
would not press for this. It seems more important to treat the client, and to impress
upon him/her the importance of telling his/her contacts of the infection and need for
treatment. Public education is also much needed.

Programs to combat sexually transmitted diseases

Treatment, notification and tracing contacts

84. The emphasis of programs at present is on the identification, treatment and pre-
vention of venereal disease. Basically similar measures are needed also for sexually
transmitted disease of other kinds. An important part of any public campaign against

66. Schofield et al., pp. 93 ff.

67. Smithurst and Armstrong, Exhibit 103; B. S. Hetzel, Health and Australian society (Penguin, Mel-
bourne, 1974), p. 85; studies by Smithurst (Brisbane) and Wood (Melbourne) confirm this group as
being at risk.

68. J.Smibert, ‘Vaginitis’, Australian Family Physician 5 (1976).

© 69. L.Lasagna, The VD epidemic(University of Queensland Press, 1976), p. 38.
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VD is to provide facilities for confidential treatment. There are special clinics in the
capital cities. Persons attending clinics are asked to tell their partner or, in some cases,
to give his or her name and address so that the person can be invited confidentially to
attend for a check. It is not compulsory for people to give names—this might discour-
age attendance. Tracing of contacts can be made easier where clinics have the services
of a full-time counsellor. Counsellors should also help, especially young people, with
contraception and other problems.

Education

85. Another important part of the campaign is, of course, health education. Sex edu-
cation programs for people of all ages need to give appropriate information on the
prevention, transmission, recognition and treatment of venereal disease. In view of
the early age at which some young people commence sexual experience, this infor-
mation must be available to them. Medical education in aspects of VD is also
important.

86. The AMA submitted that the medical profession has an important role to play in
the education of young people:
. in the field of venereally communicable disease, teaching by a physician is important.
A superficial knowledge of syphilis and gonorrhoea perhaps is possessed by many adults,
but the stigma still attached to these infections prevents open discussion by most people.
. . . there is a complete lack of knowledge by the public of the minor venereal infections,
such as pediculosis pubis, trichomonal vaginitis, venereal warts, non-specific urethritis, etc.
Such diseases are widespread and must be expected to remain so with the frequent chang-
ing of sexual partners that sometimes occurs in young people. It is therefore considered
that detailed instruction in the symptomatology and prevention of all such venereally
transmitted infections should be carried out by a physician to all schoolchildren at the age
of 14-15 years.”

87. Any sexual hygiene program should not be confined to syphilis and gonorrhoea,
but cover all sexually transmitted diseases. Some minor infections may be prevented
by simple hygiene measures, and these should be a part of any course.

88. Education programs should include information about the use of condoms to
reduce the spread of VD. A sexual ethic should be propounded in sex education pro-
grams which includes responsibility and honesty as a component of sexual rela-
tionships and encourages people to observe their own bodies for symptoms, and to
advise partners in the event of such symptoms proving positive.

89. Public health education programs need to place information before people
regularly, in the form of advertisements, posters and pamphlets, to ensure that people
are informed or know where to go for information. These programs should not over-
look the growing incidence of venereal disease among homosexuals.

90. Preventive campaigns should be run regularly in schools, in areas of association,
in Aboriginal health services and wherever industry attracts large numbers of workers
without steady partners. Public health education programs need to continue on a
regular basis, and they should aim to avoid stigma or moral censure. The message
should be clear. The advertisements ‘Don’t pass it on” and ‘It’s going around’ by the
Health Commission of NSW appear to meet this test. An extract from their pamphlet
Everything you’ve always wanted to know about VD appears at Annexe IV.A. Another
extract from a Western Australian publication ‘How Clanger Molloy caught the clap

70. Submission 1101, AMA.
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and gave it to his girlfriend!’ conveys similar information in a different style, designed
for the young adolescent (see Annexe IV.B). In our view there is need to put more
money into these programs and to look for new ways of getting the message across.

91. Some submissions suggested that there should be compulsory blood tests on
marriage.” We have considered this but we do not think that it would be justified. The
group most at risk are not necessarily about to marry and many people marrying are
not at risk. Clearly everyone who may be a carrier of venereal disease should have a
test, but we do not think this should be compulsory on marriage. Pregnant women
should be tested as a matter of routine.

92. The venereal disease clinics should offer contraceptive information and advice
to patients.”” The value of the condom as some sort of preventive measure against VD
should be stressed.

93. Administration of public health varies from State to State. We suggest that econ-
omies of scale could be gained by combining preventive campaigns, so that not one
isolated problem but the range of health issues are constantly presented to the public.
Not only sexually transmitted diseases, but also alcohol and drug abuse, road safety
and hypertension can be presented as associated health problems, and public aware-
ness maintained on all aspects. In line with such an approach, VD and other STD
centres need not be separate reference centres, but one element in a community
health centre. Each community health centre should include in its staff one experi-
enced venereologist, and laboratory facilities for routine testing procedures. The cli-
ent should not be submitted to unnecessary delay, and the clinic should be
encouraged to operate as efficiently as do the present male and female clinics in cities.
This would require increase in staff, expenditure and co-ordination required to train
personnel and administer contact-tracing programs. Equally desirable is education
for public responsibility, and for people to trace their own contacts. A positive ap-
proach to preventive health education that engenders responsibility is better than a
disease-oriented policy.

71. Submission 1239, Michael Glass. ) )
72. Commission of Inquiry into Poverty, third main report, Social/ medical aspects of poverty in Australia
(AGPS, Canberra, 1976), p. 147.
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2. Fertility and fertility control

Introduction
1. Our terms of reference require us to consider:
. . the provision, adequacy and effectiveness of existing family planning facilities, edu-

cational and activational information on family planning, and methods of evaluation of all
family planning techniques.

We are concerned with all those factors which affect a person’s ability to control his or
her fertility, that is the ability to conceive children when they are wanted and to avoid
conception at other times. We consider methods of contraception, provision of and
access to services, factors affecting contraceptive use and reasons for contraceptive
failure.

2. Most people now accept that parents should have a real choice as to the number
and spacing of their children. Our submissions also demonstrate a common concern to
avoid unwanted pregnancies. Some consider this to be a matter of personal autonomy
and the opportunity to make choices. For some the issue is to avoid the pressure
toward abortion. For still others it is a question of protecting the vulnerable child
which may be born as a result of an unwanted pregnancy. Many submissions incor-
porate all of these concerns.

3. The range of views about fertility control is illustrated by the following points
from submissions:

(a) Family planning is a basic human right and the state has a duty to see that
policies conform with these rights.'

(b) Family planning clinics will encourage pre-marital intercourse and permis-
siveness which will lower the priority of marriage and the family.?

(c) Birth control should be used to help people to decide how many children to
have, not to avoid childbearing for selfish reasons.’ ‘

(d) There should be a compulsory limit on the number of children a family has.*

(e) If we don’t populate the world, bacteria or trees will; if we weaken ourselves
with the pill grasshoppers will take over.®

The first three points broadly represent the range of views put to the Commission,
whereas the last two are somewhat extreme positions.

4. Views are not unanimous on the means of promoting positive family planning
and preventing or minimising unwanted pregnancies. There are some whose moral
and religious beliefs reject pharmacological and mechanical means of preventing
conception or of terminating pregnancy. For them the issue is simply stated—the
acceptance of parental responsibility is the necessary corollary of sexual intercourse,
and methods involving periodic abstinence from intercourse are the only acceptable
means of limiting family size. Many who hold this view also reject termination of
pregnancy except to save the mother’s life.

Submission 210, WEL, Victoria.

Submission 283, Mr John Marron.

Submission 158, Lutheran Church of Australia, Commission on Social Questions.
Submission C311, confidential.

Submission 330, Mr John Barraclough.
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5. For others, the main concern is the safety and effectiveness of methods of fertility
control and the availability of contraceptive services. We have considered the limi-
tations of present contraceptive technology and the social factors which affect people
in their use of contraceptives. The side effects of contraceptive methods affect their
level of use and these are also referred to.

6. We consider the role of government in ensuring that all have equal access to con-
traceptive services wherever they live and whatever their income level or ethnic ori-
gin. Certain groups in the community may be at special risk of having an unwanted
pregnancy because of ignorance, unavailability of services, cost or other reasons. We
consider whether contraceptive services and products should be more readily avail-
able to people who have special needs including young people.

7. Legal provisions affecting the provision of contraceptive services are reviewed to
see whether they impede effective fertility control. Again there are conflicting views
about the advertising and display of contraceptive products and about the use of
paramedical personnel.

8. We start this chapter of our report with the proposition that everyone should
know about and have access to information about sexuality, reproduction and
methods of fertility control and should have equal access to the services and products
suitable to their needs and beliefs.

Some important definitions

Fertility and fecundity

9. Incommon usage the word ‘fertility’ refers to the potential a woman or man may
have to produce children. For example, a woman is frequently called fertile if it can
be assumed or demonstrated that she ovulates regularly; a man is called fertile if an
abundance of live spermatozoa can be found in his seminal fluid. As such, fertility is
sometimes confused with the concept of virility which, however, implies sexual po-
tency and stamina.

10. Common usage, however, differs from the meaning of the word fertility as
defined by demographers and as used, increasingly, by family planning and other
health personnel. In this case:

. . . ‘“fertility’ refers to children born, while ‘fecundity’ refers to the physiological capacity
to bear children.®

We adopt and use this definition in our report. Thus, a women’s fertility and a
nation’s fertility rate are measured by counting the number of live births occurring to
the woman or the nation respectively.

Fecundability

11. Fecundability means the probability of conception occurring to a group of
women of defined age or parity. The rate of fecundability means the monthly prob-
ability of conception per 100 women.

Fertility control

12. The Commission uses the term ‘fertility control’ to mean the regulation of the
number of births a woman has and not simply the number of pregnancies she has. All
methods of preventing births may be correctly included under this definition, and it is
for this reason that abortion has been included with methods of contraception when
speaking of fertility control.

6. E.Pohlman, Psychology of birth planning (Schenkman, Mass., 1969), p. 10.
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Contraception

13. The term ‘contraception’ is used in this report to mean those methods of fertility
control which prevent conception or implantation.

Family planning

14. The term ‘family planning’ has been widely used in Australia and elsewhere,
and is well understood as referring both to the services of the family planning clinics
and to methods of prevention of conception. The term family planning was adopted
in the UK in substitution for ‘birth control’ to emphasise the positive aim of ‘children
by choice not by chance’. It seems to imply a conscious act of forward thinking about
the number and spacing of children forming a family unit. In this sense the idea of
family planning is widely accepted and it is an important aspect of fertility control. In
this report we do not in general use the term family planning as a general description
of contraceptive services. The issues arising in relation to contraception are wider than
may be understood by the use of the term family planning—for example the provision
of services to single people and to teenagers. To look at the subject in too narrow a
focus may obscure the issues and make it difficult to determine policy goals. We there-
fore use the term contraception and contraceptive services, in preference to family
planning, to indicate that part of fertility control which relates to the prevention of
conception.

Abortion

15.  Abortion is defined in this report as the termination of a pregnancy before the
foetus has become viable. As such, it is a means of fertility control. The issues to which
it gives rise differ in some important respects from those relating to contraception and
are considered in a separate chapter.

Methods of contraception and their evaluation

16.  Our terms of reference require us to report on ‘methods of evaluation of all fam-
ily planning techniques’. In this section we describe current methods of contraception
and discuss problems of evaluation from several viewpoints: their effectiveness in
preventing pregnancy, their ‘naturalness’, and their safety in terms of morbidity or
mortality. The social, economic and personal factors which affect the level of use and
continuity of use of contraception are considered in the section which follows
(Contraceptive use).

Methods of contraception

17. We set out here the methods of contraception in use in Australia. They are then
classified according to different criteria and some information about the level of use of
different methods is presented.

18. In the 1930s Dr Marie Stopes wrote in the preface to her handbook on birth
control:

By the intelligent use of scientific birth control a woman takes into her own hands the
power to control not only the number of children she desires to have, but the times and
seasons at which they are conceived. The open and intelligent use of such control by man-
kind marks a new human epoch, the greatest the world has yet known.’

The main method which she then advocated was the diaphragm, in its various forms.
She also analysed other methods then in use and expressed her own views about such
methods as the condom, withdrawal and the safe period, as well as describing some

7. Marie Stopes, Birth control today. A practical handbook for those who want to be their own masters in
this vital matter (3rd edn, Watt, London, 1935), p. 5.
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makeshift methods, including olive oil, the bath sponge and even coughing. Today
the emphasis is on chemical methods, though there is some evidence of a growing
interest in the IUD and in sterilisation. The choice of method depends on a number of
personal and social factors.

Oral contraceptives

19.  The contraceptive pill contains one or a mixture of synthetic steroid hormones.
When taken by mouth these hormones are absorbed into the bloodstream. Their
mode of action is to suppress ovulation and/or to cause changes in the reproductive
system which make fertilisation or implantation improbable. There are three types of
oral contraceptive pill in current use:

(a) The combined pill. This contains a fixed combination of synthetic oestrogen
and progestagen, which is taken for 21 consecutive days out of 28. During the
‘week off’, menstrual-type bleeding occurs. This type of pill is regarded as the
most effective in preventing pregnancy.

(b) The serial or sequential pill. In this, the ratio of oestrogen to progestagen
taken each day varies in a way which mimics the sequence of hormone pro-
duction in the natural menstrual cycle. This type of preparation is less effective
in preventing pregnancy than the combined pill.

(c) The progestagen-only pill (or ‘mini-pill’). This contains only a small dose of
progestagen. Ovulation may take place, but these pills cause changes in the fe-
male reproductive system which make fertilisation and implantation unlikely.
The pregnancy rate is higher for this kind of pill particularly if one pill is for-
gotten. This preparation does not usually suppress lactation.

The oral contraceptive pill is the method of contraception most widely used in
Australia. Various side effects and complications have been listed for this method.
Some of these side effects are regarded as beneficial; some have been monitored
though their effect upon health is not known; some are on rare occasions serious or
fatal. The safety of the pill is discussed below.

Intra-uterine devices

20. Small devices inserted into the uterus, they are usually made of polythene but
may be latex, gold, silver or steel. Some have copper wire wound around them and
trials are being conducted with devices yielding a slow progestagen release. The
device may be inserted with or without local anaesthetic in the surgery and may be
left in place for 1 to S years depending on the device. The action of the IUD is not
completely understood. It is thought to cause changes in tubal transport and the uter-
ine lining which impede implantation. The pregnancy rate is highest in the first
months after insertion and decreases with time. The IUD has more limited use than
the pill since it is not well tolerated by all women, particularly those who have not had
children, due to increased bleeding and uterine cramping.

The diaphragm

21. The diaphragm is a thin rubber dome mounted on a circular base containing a
metal spring. It is fitted over the neck of the uterus or cervix prior to intercourse where
it acts as a barrier to sperm entering the uterus. It should be left in place for a mini-
mum of 6 to 8 hours thereafter. Before insertion the diaphragm may be smeared with
spermicidal jelly or cream which effectively kills sperm as well as forming a protective
seal around the rim of the diaphragm. Initially the diaphragm is fitted by a trained
practitioner. Except for rare allergic reactions to rubber or spermicides, this method
causes no side effects and has a high theoretical effectiveness. In practice the preg-
nancy rate is increased by failure to use the diaphragm at every intercourse and fail-
ure to insert it correctly so that the cervix is covered.
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Condoms

22. This is another barrier method which prevents sperm from entering the vagina.
The condom is a thin latex rubber sheath which covers the erect penis. It must be put
on prior to sexual contact and functions by collecting the sperm. The pregnancy rate is
low especially when used in conjunction with spermicides.

Withdrawal (coitus interruptus)

23. This is a male method whereby the penis is withdrawn from the vagina just prior
to ejaculation to prevent sperm from entering the vagina. Failure results from delayed
withdrawal and possibly because some sperm are lost from the penis prior to
ejaculation.

Spermicides

24. These are chemical substances which interfere with the motility of the sperm
and render them ineffective. They are available in foam, cream, jelly or suppository
form. Used alone they are less effective in preventing pregnancy, because there is
nothing to hold them around the entrance to the cervix, the point of entry to the
uterus. They are more effective when used with the diaphragm or with the condom.

Periodic abstinence methods

25. These methods prevent pregnancy by the avoidance of intercourse on those days
of the female cycle when fertilisation is possible. Spermatozoa may live in the female
uterus and fallopian tubes for up to 5 days. Intercourse must therefore be avoided for
several days prior to ovulation and for 24-48 hours thereafter since the ovum may
live for this period of time. The minimum period of abstention required is 7 days. Best
results are achieved if intercourse is avoided for the entire pre-ovulatory phase of the
menstrual cycle. There are three ways in which ovulation or approaching ovulation
may be estimated.

(a) Calendar method: The woman must estimate the first day of her next period
and subtract 14 days from that day to estimate the day of ovulation. Absti-
nence must then be observed for at least 5 days prior to ovulation and 2 days
thereafter. The method is unreliable for women with irregular cycles.

(b) Temperature method: Ovulation may be estimated by recording a woman’s
basal body temperature. A small rise in temperature of 0.2°C or more occurs
just after ovulation has taken place. If a woman has a regular cycle she may
predict her day of ovulation by reference to previously monitored cycles. How-
ever, if her cycle is irregular this is not possible and she has no advance warn-
ing of ovulation. The temperature rise may also be obscured by other factors
causing a rise in temperature.

(c) Ovulation method: The approach of ovulation is thought to be signalled in
most women by secretions of mucus in the vagina, the nature of this mucus
changing as ovulation approaches with a peak symptom denoting ovulation.
The mucus undergoes changes over several days and the woman observes and
interprets these changes. Abstinence is observed in the presence of the mucus
symptoms, for 2 or 3 days after ovulation and during menstruation. Inter-
course prior to ovulation is permitted on every alternate day only during ap-
parently safe days so that mucus symptoms are not obscured by the presence
of seminal fluid. For greater accuracy the method is sometimes combined with
the temperature and calendar methods and called the ‘sympto-thermal
method’.
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26. These periodic abstinence methods have no chemical or mechanical side effects.
Their effectiveness has been disputed. In addition, some people maintain that
periodic abstinence according to a regimen of calendar days, mucus or temperature
symptoms may have adverse emotional effects.

Injectibles

27. Injections of slow release progestagens may be given at 3- or 6-monthly inter-
vals to achieve the same effects as the pill. The main problems associated with these
injections are the disturbance of the menstrual cycle and the delay in return to fec-
undity after the injections are discontinued. Because of these side effects, the sub-
stances in question have not been approved in Australia for contraceptive purposes
though they are used in some other countries. The advantage of the injection is that,
once given, the woman does not have to remember to do anything except present for
the next injection. The disadvantages are that, once given, any side effects persist for
the duration of the effectiveness of the injection or longer.

The ‘morning after’ pill

28. The ‘morning after’ pill is a high dose of oestrogen given within 72 hours of
intercourse to prevent implantation. The potential of this dosage to damage the foetus
is such that if the pill is unsuccessful, termination of the pregnancy is advised. Side
effects of nausea and bleeding frequently occur.

Female sterilisation: tubal ligation

29. The fallopian tubes in the female are cut, cauterised or tied to prevent the ovum
moving down the tube or the sperm moving up the tube. The operation may be per-
formed in a number of ways, either abdominally or vaginally. Morbidity of the oper-
ation varies with the method of operation. Some side effects, such as heavy menstrual
bleeding, have not been fully investigated. The operation is not usually reversible
though cases have been reported of births after microsurgical reunion of the fallopian
tubes.

Male sterilisation: vasectomy

30. The vas deferens, two tubes which transport the sperm before they join the semi-
nal fluid, are cut and tied. The operation is brief and is usually performed on an out-
patient basis. Some claim that rare side effects occur. A few surgeons report successful
reunion of the vas; fertility is not necessarily restored. Experiments in frozen semen
storage have occurred in the United States.*

Future possibilities

31. A number of possibilities are being investigated for future contraceptive use.
These include the male pill, the once-a-month pill, prostaglandin pessaries, 400-day
implants, slow release progesterone inserted as an IUD, the coital pill (taken at the
time of intercourse) and immunisation.

Classification of methods
32. Methods of fertility control can be classified by a number of criteria.
Mode of action

33. (a) Prevent fertilisation: Oral contraceptives; injectibles; condoms; dia-
phragms; abstinence methods (calendar, temperature, ovulation); jellies,
foams; withdrawal (coitus interruptus); sterilisation.

8. “Vasectomy reversibility—a status report’, Population Reports, Seties D, 3 (1976).
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(b) Impede implantation: IUD; ‘morning after’ pill.
(c) Interrupt gestation: Menstrual extraction; termination.

Time span of action
34. (a) Permanent: Sterilisation. ®
(b) Shortor medium term: Oral contraceptives; IUDs; injectibles.
(c) Coitus specific: Condoms; diaphragms; withdrawal (coitus interruptus);
abstinence methods.

Source of method

35. (a) Currently requires a doctor’s prescription: Oral contraceptives; injectibles;
diaphragms need to be fitted by a doctor.
(b) Procedure must be performed by a medical practitioner: IUD insertion;
menstrual extraction; termination; sterilisation.
(c) Does not require medical advice but may require other instruction: Any
method of abstinence (calendar, temperature, ovulation); condoms; foams,
jellies; withdrawal (coitus interruptus).

Level of use of contraceptives

36. The main information about the level of use of different methods of contracep-
tion in Australia is derived from a survey of married women in Melbourne." The
sample is not fully representative of sexually active Australian women as it excludes
all single, divorced, separated and widowed women. The data were collected in 1971
and the pattern of use may have changed since then; other sources of information sug-
gest that the use of oral contraceptives and IUDs has increased. Table IV.3 shows the
methods of contraception used in 1970-71 by married women under 45. It also
includes the proportions of women who were pregnant, wanting pregnancy or sterile.

TableIV.3 Methods of contraception, 1970-71

Method of contraception %
Pill 26
IUD 6
Condom 5
Diaphragm 2
Other 3
Withdrawal 13
Rhythm 8
Nothing used 4
Want pregnancy 5
- Pregnant 8
Sterile 20
Total 100
Number 1977

Source: Donald R. Lavis, ‘Oral contraceptives in Melbourne,
1961-71°, Australian Family Formation Project, Monograph no. 3,
p.91.

9. ie. methods of fertility control which must be thought of or remembered every time intercourse is
contemplated.

10. J. Caldwell et al., ‘Australia: knowledge, attitudes and practice of family planmng in Melbourne,
1971°, Studies in FamzlyPlannmgIV 3(1973), p. 49; J. Caldwell & H. Ware, ‘The evolution of fam-
ily planning in Australia’, Population Studies XXVII, 1(1973), p. 309.
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The accompanying report points out that of those not pregnant, planning pregnancy
or sterile, 38 per cent were using oral contraceptives.

37. A number of demographic factors affect the level of use. For example, with-
drawal is used mainly by southern European migrants of Orthodox religion while
rhythm is practiced mainly by Catholics." The proportion of those using no method or
using rhythm was higher among those with more children.” Further information is set
out in the section on contraceptive use. Sterilisation is considered in the section on the
law and contraception.

Evaluation of methods

38. In deciding what method of contraception to use people need to know how
effective a method is, how easy it is to use, its risks and side effects, its cost, whether it
is aesthetically acceptable, how to obtain supplies and its ethical acceptability.

39. The choice is influenced by one or more of those factors, and by the age, stage of
life and number of children of the couple. For example, couples who want further
children, or who want only to defer or space new births, may choose a method which
would not be considered satisfactory by a couple whose family is complete.

40. The social factors are considered in the next section. Here we are concerned with
the criteria of effectiveness, naturalness and safety.

Effectiveness

41. An important criterion for a method of contraception is its effectiveness in
preventing pregnancy. Because the effectiveness of a method depends on the user’s
motivation to use the method regularly and properly, it is usual to distinguish between
theoretical effectiveness and effectiveness in practice.” Theoretical effectiveness is
estimated on the basis of perfect use without omissions or error as if in laboratory con-
ditions. These conditions cannot be actually attained but are inferred from other fac-
tors including the performance of successful users. Effectiveness in practice is the rate
of effectiveness achieved by actual users and takes into account many social factors
affecting consistency of use. These factors may also lead to discontinuation of a
method and this, too, must be considered. Here we are concerned with theoretical
effectiveness.

42. In reviewing the published research available in 1971, Tietze in the United
States estimated the theoretical effectiveness of the various methods of contraception,
as shownin table IV.4.

43. Two 1974 reports estimate effectiveness without distinguishing between theor-
etical effectiveness and effectiveness in practice. Some allowance for user motivation
is made in the range of rates. Much of the variation in these rates (see table IV.5) is
also due to difficulties of research design and the impossibility of knowing to what
extent the methods were correctly and consistently used. There are difficulties in con-
trolling such variables as fecundity and experience.

11. Donald R. Lavis, ‘Oral contraception in Melbourne, 1961-71", Australian Family Formation Proj-
ect, Monograph no. 3, p. 91 (see tables, pp. 991f).

12. ibid., pp. 95-6; especially among those with six children or more.

13. C. Tietze, ‘Ranking of contraceptive methods by level of effectiveness’, Advances in Planned Parent-
hood 6,1(1971),p. 117.
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TableIV.4 Estimated theoretical effectiveness

Pregnancy rate
per 100 women
Method per year
Female sterilisation 0.04
Male sterilisation 0.15
Oral contraceptives—
combined preparations 0.07
sequential preparations 0.34

Intra-uterine devices (in the first year of use; rates decline in subsequent

years) 1.5 -3.0
Condom and diaphragm 1.5 -3.0
Low dosage continuous progestagen oral contraceptive 23

Source: ‘Ranking of contraceptive methods by levels of effectiveness’, Advances in Planned Parenthood
6,1(1971),p. 117.

TableIV.5 Estimated effectiveness

Pregnancy rates per 100
women per year
Method Source A Source B
Sterilisation 0.1 not given
Oral contraception 0.2 0-13
Intra-uterine device 1-5 2-33
Condom 3-15 7-28
Diaphragm and jelly 10-20 4-35
Coitus interruptus 15 1-38
Calendar rhythm 30-40 ‘safe period’
Ovulation, temperature 7-21 0-38
Spermicides 20 12-43
No contraception 70 not given

Source A: J. Leeton, All about birth control (Nelson, Melbourne, 1974).
Source B: Report of the Committee on the Working of the Abortion Act, vol. 1 (HMSO, London, 1974),
p. 167.

44. The intra-uterine device is not subject to some of the variables mentioned.
Nevertheless its effectiveness varies to some degree with the skill of the doctor insert-
ing the device." Doctor skills are also factors in effective sterilisation, diaphragm
fitting and oral contraceptive prescription.'

45. Effectiveness also varies with the quality of instruction; this is particularly true
for the periodic abstinence methods and for correct diaphragm insertion. The effec-
tiveness achieved by reliable users is the criterion by which the effectiveness of a
method should be judged, since true theoretical effectiveness makes no allowance for
ordinary human qualities such as forgetfulness nor for intervening factors such as ill-
ness which may make the method ineffective or difficult to adhere to. Effectiveness
rates usually reflect the best that a group of motivated people can achieve in the vary-
ing circumstances of their lives.'

14. B. Simcock, Letter to editor, MJA, 3 April 1976.

15. H. Lehfeldt, ‘Psychological factors in failure’, in M. S. Calderone (ed.), Manual of family planning
and contraceptive practice (Williams & Wilkins, Baltimore, 1970).

16. C. Tietze, J. Bongaarts & B. Schearer, ‘Mortality associated with the control of fertility’, Family Plan-
ning Perspectives 8,1(1976),p. 7.
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46. The effectiveness rate of a particular method of contraception is not constant
across a population. Some people can achieve better results with one method than
with another, regardless of the rate of theoretical effectiveness. Some are unable to
use any method effectively. Sterilisation is, of course, unaffected by user failure.

47. It is generally accepted that for motivated users the pill, the [IUD and condoms
and diaphragms are effective methods of preventing pregnancy. Spermicides alone
and withdrawal are less reliable even when used by those with high motivation. There
was no dispute concerning the evaluation of the effectiveness of these methods in sub-
missions to the Commission.

48. The periodic abstinence methods (calendar rhythm, temperature and ovu-
lation) were also regarded by many as less effective. While there is little dispute about
the relative ineffectiveness of calendar rhythm and temperature methods, our sub-
missions reflected considerable dispute about the theoretical and actual effectiveness
of the ovulation method.

49. Dr J. J. Billings of Melbourne, a pioneer of the ovulation method, made a sub-
mission and gave evidence in support of the method. His view is that once the cervical
mucus pattern can be correctly identified by the woman, and provided that inter-
course 1s avoided on the days when the mucus pattern indicates fecundability and for
2 or 3 days following ovulation, pregnancy is most unlikely to occur. He considers that
most pregnancies associated with the ovulation method occur when a woman has not
understood her mucus pattern or when a couple have decided to abandon the
method.

This means that in any survey of couples who have commenced the use of natural
methods, a number of pregnancies will be observed consequent upon abandonment of the
method.”

Annexe IV.D sets out instructions for the use of the method.

50. A confidential submission claimed that the ovulation method was highly re-
liable and that it is used by 22 000 couples taught by correspondence and personally.'

51. Other submissions queried the effectiveness of the rhythm and ovulation
methods of contraception.” Professor J. Leeton agreed that ovulation is a very good
method in theory but said it had a failure rate of 20 per cent.” Ms Katherine Betts
drew attention to difficulties in distinguishing between those who abandon the
method intending to become pregnant and those who do so under the pressure of
sexual excitement or because the period of abstinence is too long.” She referred to
research on the method carried out in Tonga which suggested a failure rate of 25.4
pregnancies per 100 women.”

52. Inreply to Ms Betts’s submission, Dr Billings mentioned that the World Health
Organisation has planned a multi-centre trial of the ovulation method in some
developing countries. He also pointed out that the method is inexpensive and that

17. Submission 1146, Dr J. Billings.

18. Submission C206, confidential; see also Submissions 510, Fr John Swann, Catholic FP Centre; 402,
St Joans International Alliance, Queensland (on the safe period).

19. Submissions 148, FPA SA; 556, Cole & Beighton; Evidence, p. 798, Prof. J. Leeton.

20. Evidence, p. 805, Prof. J. Leeton.

21. Submission 68, Ms Katharine Betts.

22. Weissmann, Foliaki, Billings & Billings, ‘A trial of the ovulation method of family planning in
Tonga’, The Lancet, 14 October 1972, pp. 813-6.
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there are millions of people around the world who will use no other method. On the
effectiveness of the method he commented:

All natural methods leave undisturbed the fertility of both the husband and the wife. In
many instances they will depart from the use of this method from time to time, with the oc-
currence of pregnancy as the result. Their right to do so is a matter of human freedom, not
an indication of the reliability of the method. The attitude of regarding these pregnancies
as an indication of weakness of the method requires further examining.”

53. The effectiveness of the ovulation method depends on the ability of the woman
to identify her pattern of ovulation and on the motivation of the couple to abstain dur-
ing the relevant period.

54. During the term of the Commission a study of the theoretical and use-
effectiveness of the ovulation and sympto-thermal methods has been under way at St
Vincents Hospital in Sydney, funded by a Commonwealth Department of Health
research grant. The study began in 1975 and has followed the progress of some 1500
couples attending more than sixty Natural Family Planning clinics and centres in
Australia. An additional 150-200 couples receiving instruction by correspondence are
also being surveyed. Approximately 35 000 menstrual cycles are being reported on
retrospectively and about 20 000 are being studied prospectively. At the time of writ-
ing this report, final results from this survey are not available but some preliminary
analyses of data have been made available to us.

55. Data from the retrospective study suggest that only 25 per cent of women are
able satisfactorily to identify and interpret mucus symptoms regularly and consist-
ently enough to predict with confidence their times of fertility and infertility. A further
50 per cent of women appear able to identify and interpret mucus symptoms in,some
cycles but not in others. The remainder seem unable to identify and interpret mucus
symptoms in any cycle. Such an outcome does not primarily appear to be due to the
quality of instruction received, but rather to the variability of the mucus symptoms
and the capacity of women to identify and interpret a physiological phenomenon
within a range of differing social, emotional and behavioural contexts.

56. The study suggests the possibility of a 5-day sperm survival. Such a finding has
specific implications for these methods, in the pre-ovulatory phase. If the mucus
symptoms are not detected early enough, or do not last long enough, intercourse may
take place too close to the time of ovulation and pregnancy may result. Preliminary
analysis of the study indicates that most unplanned pregnancies reported have occur-
red as a result of intercourse in the pre-ovulatory phase. The data so far indicate a
pregnancy rate of 15-20 per 100 women per year for the ovulation method where
intercourse occurs in both phases of the cycle. The sympto-thermal method appears to
possess a slightly lower pregnancy rate in both phases. Where intercourse is confined
to the post-ovulatory phase, the risk of pregnancy is very significantly reduced. Where
this phase only is used both methods appear to produce pregnancy rates of 3-5 per
100 women per year. ’

57. Improved rates could also be achieved by using the condom or diaphragm until
after ovulation has occurred as monitored by mucus and/or temperature symptoms.
This could be unacceptable to many who use the ovulation or sympto-thermal
methods for religious reasons. Many others, who are unable or unwilling to use the
pill, IUD or periodic abstinence alone, could-however, with adequate instruction,

23. Submission 1146, DrJ. Billings.
24. Commission correspondence, Confidential file $239.
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effectively use such a combination. The ovulation method requires the co-operation of
both parties. While couples who agree about this method of contraception and who
are also highly motivated to avoid pregnancy may successfully be able to avoid inter-
course on the fertile days, other couples may not.

58. The St Vincents survey shows that the use of contraceptive methods based upon
periodic abstinence can enhance interpersonal relationships for successful users.
Other evidence suggests that prolonged abstinence, lack of confidence in the method
chosen and fear of unwanted pregnancy can cause stress affecting a couple’s rela-
tionship. The results of the St Vincents survey should be studied carefully when they
become available.

59. People using the ovulation method should be informed of the factors that deter-
mine the effectiveness of the method in comparison with other methods. While this
method, or the sympto-thermal method, may be the only method acceptable to many
on religious or other grounds and may be preferred by some over mechanical or
chemical methods, its effectiveness is open to doubt and we do not consider that it
should be promoted to replace other methods. The ovulation method may be useful in
assisting couples who wish to begin a pregnancy to determine the optimum time for
intercourse.

Naturalness

60. The periodic abstinence methods are sometimes called natural because they do
not interfere with sexual intercourse or the normal physiological processes of the
body. One Catholic Womens League wrote:
Our objections to artificial contraception, whether chemical, surgical or other, arise from
their unnatural nature which makes us feel that to counsel their use is deleterious to the
human person either psychologically or physiologically, or both, and so outside proper
medical practice.”

61. This objection applies to chemical methods, to mechanical methods, such as the
condom and diaphragm, and to such methods as withdrawal which some regard as
natural because it involves no device or chemical. The argument asserts that when
intercourse is allowed to take place it should not be restrained by any contraceptive
act or device, and thus fertility control must be achieved by periodic abstinence. The
argument is based not merely on the possible harmful effects of other contraceptive
methods but also on the value of unprotected intercourse. A number of submissions
asserted further that periodic abstinence was not only natural but also beneficial:

The sexual discipline imposed by necessary abstinence gives security to the marriage and
promotes the development of sexual maturity® . . . men and women should learn to be-
come sexually mature by abstinence before marriage . . . the method which requires
self-control teaches people to become responsible. Once sexual pleasure is pursued without
responsibility for parenthood, the whole creative partnership between men and women is
reduced to genital communication.”

62. The benefits of cyclically determined abstinence are in dispute, however. For
example, a number of other submissions pointed out that the high incidence of sexual
difficulty observed in Australia today is associated with the numerous social cons-
traints on sexuality and the direct linking of sexuality with parenthood.” Moreover,

25. Submission 312, Catholic Womens League, North-western region, Archdiocese of Canberra- Goul-
burn; see also Submission 402, St Joans International Alliance, Queensland.

26. Submission 586, Catholic Womens League, NSW.

27. Submission 1146, Dr J. Billings.

28. e.g.Submission 433, Dr R. Farmer.
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since periodic abstinence requires considerable instruction, motivation and day-to-
day diligence, it must be described as a learnt rather than a natural behaviour. As a
method of contraception it interferes with the spontaneity of sexual activity and leads
to denial or suppression of libido in the pre-ovulatory phase. It is acknowledged by
proponents of the ovulation method that ‘when the mucus is present, it frequently
causes increased sexual inclination.

63. We do not consider that any method of contraception can truly be called
natural.

Safety

64. The safety of a method of fertility control has conventionally been discussed in
terms of the incidence of physiological and psychological diseases (morbidity) and
death (mortality) caused by the method. The morbidity and mortality of the oral con-
traceptive and the IUD, for example, have been extensively investigated in these
terms. Working from this premise, a number of submissions asserted that methods of
contraception requiring no chemical or surgical intervention have no physiological or
psychological side effects, and therefore no morbidity or mortality rates. Although
these submissions usually referred exclusively to periodic abstention methods, such
methods as withdrawal, condom and diaphragm might also be included under such a
heading. Allergic reactions to spermicides and rubber are extremely rare and there is
no definitive indication of psychological morbidity for any of these methods although
these cannot be ruled out.

65. In considering whether one method is safer than another, account can also be
taken of the risks which may arise from the failure of the method. Each method of
contraception has a pregnancy rate based on its theoretical effectiveness and on its
effectiveness in practice. Pregnancy rates refer to the number of pregnancies which
would be experienced by 100 women using a method of contraception for one year
providing the method is rigorously adhered to. Higher pregnancy rates are usually
found, however, in populations not rigorously instructed and monitored for research
purposes and these vary with the ease of using the method, the age, parity (ie. the
number of live births) and socio-economic status of the woman and her motivation to
avoid pregnancy.

66. For each method of contraception, therefore, the safety of the method depends
on:
(a) physiological and psychological consequences associated with the method

(morbidity and mortality);
(b) therisk of pregnancy and the morbidity and mortality associated with:
(i) pregnancy and childbirth;
(ii) abortion.

Estimates of safety which take these factors into account are purely theoretical since
they combine the results of separate studies. The extent to which the risks of preg-
nancy so assessed would affect any individual’s assessment of the safety of a method
may depend on the acceptability to that person of pregnancy if contraception fails.

Mortality

67. The mortality associated with a method of contraception is the deaths that occur
from the method itself or from the pregnancy, childbirth or abortion if the method is
unsuccessful. The incidence of mortality due to either source is low although not
negligible.*

29. See AnnexeIV.D, ‘A note for teachers’, para. 2.

30. Tietzeetal, 1976, p. 6.
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68. It is possible to calculate comparative mortality rates for fertility control
methods which take into account both the mortality rate of the method and the mor-
tality rate associated with the risk of pregnancy. A study of this kind has been made
by Tietze, Bongaarts and Schearer for the pill, IUD, tubal sterilisation, condom and
diaphragm. In their model for this study, they make assumptions based on existing
data about the effectiveness of each method. They also assess published research data
for the mortality rates used in the model. These are summarised in table IV.6.

Table IV.6 Mortality associated with pregnancy and childbirth, induced abortion, use of
oral contraceptives and IUDs, and tubal sterilisation, by age of women

Induced

Pregnancy  abortiont Oral Tubal

and (first contra- sterilis-

Age group childbirth*  trimester) ception} IUDs} ation§
15-19 10.8 23 1.3 1.0 na
20-24 8.5 1.9 1.3 1.0 na
25-29 12.1 1.9 1.3 1.0  10.0-20.0
30-34 25.1 42 4.8 1.0 10.0-20.0
35-39 41.0 9.2 6.9 1.0 12.5-250
40-44 69.1# 10.1 245 1.0 15.0-30.0

* Ratio per 100 000 live births.

t Ratio per 100 000 first trimester abortions.

1 Ratio per 100 000 users per year.

§ Ratio per 100 000 operations at beginning of age interval.

# The mortality ratio for all women aged 40 years or more was 78.5 per 100 000 live births.

Note: na = notapplicable.

Source: Teitze et al., ‘Mortality associated with the control of fertility’, Family Planning Perspectives 8, 1
(1976),p. 7.

69. Further tables showing mortality rates for methods of fertility control and
explanatory notes are set out at Annexe IV.E.

70. The theoretical model (see Annexe IV.E) is based on the death rates associated
with oral contraceptives, IUDs, traditional methods (condom and diaphragm), the
pregnancy rates of those methods and the death rates of abortion, pregnancy and
childbirth. It compares the risks of death arising from:
(a) the method of contraception (the condom and diaphragm have no risk of
death);
(b) pregnancies and births arising from method failure or non-use of any method
(the risk is highest with the least effective methods);
(c) abortion where pregnancy occurs due to method failure or no method.

The model also assumes the availability of low risk abortion.

71. The higher the effectiveness of the method, the lower the risk of death from
childbirth and delivery. The tables in the model show higher levels of effectiveness
than may be found in Australia; lower levels would result in higher risks from death
from pregnancy.

72. The authors conclude:

This analysis confirms the very low level of mortality associated with all major reversible
methods of fertility control—the pill, IUD, condom and diaphragm and abortion, used
singly or in combination—compared with the risk of death from pregnancy and childbirth
when no fertility control method is used (with the one notable exception of pill use after
age 40).
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73.  The authors state that, although the data are derived from the United Kingdom
and the United States, the model is applicable to developed countries. The maternal
mortality rates for Australia and the USA are similar.”

74. The main implications of this analysis are these:

(a) Uncontrolled fertility incurs a greater risk of mortality from pregnancy and
childbirth than the use of any efficient method of contraception, except the pill
by women who are over the age of 40.

(b) The risk of death associated with the use of the IUD or pill is lower than the
risk of death from uncontrolled fertility or abortion (except in the case of
women over 40 taking the pill, when it is higher).

(c) Abortion used as a sole method of fertility control reduces the risk of mortality
associated with pregnancy but not as effectively as the use of contraception.

(d) The risk of mortality is reduced if the method of contraception is followed by
early abortion when the method fails. The least risk of mortality is incurred by
women who use condoms or the diaphragm, and abortion when these
methods fail.

75.  As mentioned, the study is a theoretical model which assumes that early, safe
abortion is available. It does not take into account how willingly an individual is pre-
pared to accept the mortality risks of pregnancy, childbirth, abortion or contracep-
tion. To do so would go outside the model.

76.  We consider however that women are entitled to know about the risks they run
both in using contraception and in becoming pregnant, and that the risks of preg-
nancy vary significantly from method to method. They should be informed of the
risks of pregnancy which may arise from method failure.

Morbidity and side effects

77.  Because the risks of mortality seem remote and unlikely, the issue of morbidity
(illness or disease) associated with methods of contraception was seen as more impor-
tant in a number of submissions. Writers on the morbidity (or side effects) of contra-
ception frequently include psychological disorders, such as depression, which appear
to be directly associated with the use of the method.

78.  The morbidity associated with pregnancy and childbirth or abortion is rarely
included in a consideration of the morbidity associated with a method of contracep-
tion. Since all methods of contraception have a pregnancy rate, however, consider-
ation of the risks of morbidity, physiological and psychological, from pregnancy and
its consequences due to the failure of the method should not be completely ignored.

79. A few submissions asserted that the risk of morbidity due to the use of oral con-
traceptives, IUDs and sterilisation procedures was sufficiently serious to warrant their
substitution by other methods. Dr Herbert Rattner stated in evidence to the Com-
mission:

. we now have two birth control things on the market, the pill and the intra-uterine
device known as the coil, which never could have cottoned on in the market given if we
knew then what we now know. These are the only dangerous forms of birth control that
have ever existed in the history of mankind . . . [speaking of the pill] this is chemical
warfare against women and the world. The least governments can do is to see that, as we
try to in the United States, a woman gets to know the serious and many complications
associated with the pill—they run anywhere from 30 to over 100—it is a pill that involves

31. National Health and Medical Research Council, Report on maternal deaths in Australia 1970-72
(AGPS, Canberra, 1976), p. 8.
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powerful synthetic chemicals imitating natural hormones but baffling many, and the
mechanisms of nature, because it is synthetic and it is a barrier and it results in a long, long
list of complications . . . It introduces about a 30 per cent depression rate. It introduces
sterility of about 3 per cent.”

80. Several other submissions also dealt with the side effects and/or morbidity of
these methods of contraception.”” With regard to oral contraceptives Dr Billings
raised the issue of the danger of thrombotic disease, foetal deformities, depression,
uterine fibroids, migraine, asthma, cardiac and renal dysfunction, disorders of cal-
cium and phosphorus metabolism. He also quoted the following adverse reactions:

. which have been reported in women taking oral contraceptives . . . nausea, vomit-
ing, abdominal cramps, breakthrough bleeding, breast changes (tenderness, enlarge-
ment), changes in menstrual flow, cervical erosion and changes in cervical secretions,
amenorrhoea during and after treatment, anovulation after treatment, cholestatic jaun-
dice, pruritis, rash (allergic), photosensitivity, alopecia, chloasma, erythema multiforme,
erythema nodosum, haemorrhagic eruption, hirsutism, headache, migraine, dizziness,
drowsiness, changes in libido, changes in appetite.

81. He also noted that pain, bleeding, sepsis and perforation of the uterus are the
main risks attached to IUD use. After tubal ligation, he states:

. . . there may be the development of gynaecological disorders, especially haemorrhage,
severe enough in some cases to require hysterectomy.*

82. The submission from the Knights of the Southern Cross drew attention to the
metabolic changes that have been observed to occur as a result of taking oral contra-
ceptives. These were: depression, cancer (breast and endometrial), thrombotic
disease, high blood pressure and sterility.*

83. The submissions just quoted differed in emphasis from those of other members
of the medical profession and such bodies as the AMA and the Royal College of
Obstetricians and Gynaecologists ( Australian Council).

84. A number of studies have been conducted into the morbidity of the pill but it is
virtually impossible to set up the necessary controls or to conduct the study over a
long enough period of time to prove a connection between the pill and various dis-
eases. For this reason, it is difficult to know whether the diseases of pill takers would
have occurred in any case, not connected with the pill.*

85. A number of major studies have noted differences in the incidence of disease be-
tween study and control groups in prospective surveys, but explaining these
differences has been difficult.

86. For example, a prospective study of 23 000 pill takers and a similar number of
controls in the United Kingdom, in 1974, produced the following conclusions:

. it seems that the estimated risk at the present time of using the pill is one that a

properly informed woman should be happy to take . . . perhaps the most dramatic
observation is the very small proportion of diseases which are materially affected by oral
contraceptive usage.

32. Evidence, pp. 477-9, Dr Herbert Rattner.

33. Submissions 10, Mrs Anne Hapke; 29, Dr Jules Black; 211, Knights of the Southern Cross; 454, Ms
G. Pack; 527, L. G. & P. M. Colman; 535, Miss Yvonne Foster; 619, Abortion Law Repeal Assoc.
(NSW); 1073, National Right to Life Association; 1146, Dr J. Billings.

34. Submission 1146, Dr J. Billings.

35. Submission 211, Knights of the Southern Cross.

36. J. W. Goldzieher & T. S. Dozier, ‘Oral contraceptives and thromboembolism: a reassessment’,
Am.J.Obstet. & Gynaecol. 128, 8 (1975), pp. 878-913.
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87.

Nort a single previously unsuspected important adverse effect of the pill has been
revealed by the study so far, and several suspected risks have been shown to be small, or
non-existent. The risk of serious illness is very small.

Pill users report an average of six episodes of illness every 3 years while non-

users report five. But because women on the pill tend to report their health problems
more often:

. the evidence suggests that oral contraceptive users suffer in total no more episodes of
illness than non-users, and they may actually have less.

The synopsis to the report noted, however, that:

88.

37.

34

Pill takers tend to differ from other women. They are generally younger and have more
children (they have their families before going on to the pill). There are more smokers
among them and they smoke more heavily (an average of 6.45 cigarettes per day com-
pared with 5.28 among the controls.) They are also less likely to have had a previous
serious illness because when selecting a patient for the pill a doctor would take into
account previous medical history.

Because patients taking the pill may be concerned that they are taking a drug the total
effects of which are not fully understood, and because they are likely to see their doctor
more often, if only to pick up a repeat prescription, there is often considerable over-
reporting of illness by takers compared with controls. Overall pill takers seem to report
similar conditions some 19 per cent more than non-takers. In some conditions with ill-
defined symptoms, such as migraine, headache or loss of libido, this bias may be much
higher.

In many cases the researchers had difficulty in interpreting their results:

. the evidence concerning a possible carcinogenic effect of the pill is so far reassuring. It
must be emphasised, however, that observations are required on a large number of women
who have used the pill for a minimum of 10 years before any confident conclusions can be
drawn.

Reported incidents of NEUROTIC DEPRESSION are 30 per cent higher among takers but ‘sub-
stantial bias is likely to be present and the real increased risk of depression may be much
smaller’. The maximum risk of such depression could be 22 per 1000 users a year.

Pill takers complain four times more often than non-users of DIMINISHED LIBIDO (sex
drive). But the report says: ‘Clearly it is much easier for a woman to talk about her sexual
feelings when she is discussing contraception with her doctor than at other times, so it is
likely that there is considerable bias.’ It adds: ‘Oral contraceptive users certainly complain
of loss of libido more than non-users, but they have many reasons and opportunities to do
so which are unconnected with the pharmacological action of the pill.”

MIGRAINE and HEADACHE present great problems in interpretation, because there are gen-
erally wide variations in reporting the conditions and pill users are likely to complain more
often to their doctor. Almost twice as many takers as controls reported migraine and more
than three times as many, headaches. On migraine, the report concludes: ‘Though an ad-
verse effect . . . cannot be excluded any such effect is likely to be small.” On headache, it
says: ‘In spite ‘of the threefold difference in reporting rates, there is no reliable ev1dence
here that headache is a pharmacological side effect of the pill.”

The total number of women in the survey suffering from CORONARY ARTERY DISEASE
(including HEART ATTACKS) is s0 small—only 41 cases in both takers and controls—that no
conclusions can be drawn about the pill’s potential effects, although there is a suspicion
that there might be a link.

There is a statistically significant increase in reports of CEREBROVASCULAR ACCIDENTS
including minor episodes as well as more serious ‘strokes’, but again the total number of
cases—43 in all—is too small to justify an estimation of the risk.”

Royal College of General Practitioners, Oral contraceptives and health: an interim report from the
oral contraception study of the Royal College of General Practitioners (Pitman, Medical, NY, 1974),
press release and synopsis.



89. The IPPF Medical Bulletin reports the result of a study which confirms the as-
sociations found by the Royal College of General Practitioners in the UK:

Women who had used oral contraceptives at the start of the study experienced a deficiency
of hospital referrals for cancer, benign lesions of the breast, menstrual disorders other than
amenorrhoea, duodenal ulcer, and retention cysts of the ovary; and an excess of referrals
for cerebrovascular disease, cervical erosion, skin disorders, self-poisoning, migraine,
venous thrombosis and embolism, hay fever, gall bladder disease, amenorrhoea, and
sterility.

The report concludes however:

The available evidence does not yet allow a final balance to be struck between the benefits
and risks associated with the new methods of contraception that have become widely used
during the last two decades.®

The task of delineating the morbidity and mortality that can be directly attributed to
the pill remains to be completed.”

90. The side effects of the IUD can include heavy periods and cramping and pelvic
infection. Perforation of the uterus is rare and unlikely if the IUD is fitted by an ex-
perienced person.

91. The morbidity of the IUD is reported in a number of studies. The Vessey study,
reported by the IPPF Medical Bulletin, finds that women in the study who used the
IUD experienced more referrals to hospital for anaemia, varicose veins and pelvic
inflammatory disease than did the control group.* Vessey et al. have reported else-
where on the increased incidence of ectopic pregnancy in women wearing IUDs.*
Westrom et al. also report an increased incidence of pelvic inflammatory disease
among women using the IUD in Sweden.” In each case the increased risk was sig-
nificant in statistical terms though small.

92. No serious morbidity is noted for the condom and diaphragm. Indeed, consider-
ations of both mortality and morbidity place these methods among the safest effective
methods. Less incidence of carcinoma of the cervix is reported by some.” Both
methods may also protect women from cervical cancer and the condom protects both
sexes from venereal disease. Contraceptive services and sex education services would
do well to point out the advantages of these methods, particularly to the young female
whose physical immaturity may indicate that the pill should not be prescribed.

93. Morbidity of vasectomy and female sterilisation operations has been little stud-
ied and, while there are few suggestions of serious morbidity associated with the
former, some disquieting reports suggest that closer study should be made of the
consequences of tubal ligation procedures.*

38. IPPF, Medical Bulletin 10,5 (1976), p. 3; reference is to M. Vessey, R. Doll, R. Peto, B. Johnson & P.
Wiggins, ‘A long-term follow-up study of women using different methods of contraception—an
interim report’, J. Biosocial Science 8 (1976), pp. 371-424.

39. e.g. see also J. 1. Mann, M. P. Vessey, M. Thorogood & R. Doll, ‘Myocardial infarction in young
women with special reference to oral contraceptive practice’, BMJ 2, 241 (1975), as reported in In-
ternational Family Planning Digest 1,3 (1975).

40. IPPF, Medical Bulletin 10, 5 (1976), p. 3.

41. M. P. Vessey et al., ‘Outcome of pregnancy in women using an intra-uterine device’, Lancet, March
1974,

42. L. Westrom, L. P. Dengtsson & P. Mardh, ‘The risk of pelvic inflammatory disease in women using
intra-uterine contraceptive devices as compared to non-users’, Lancet, 31 July 1973, pp. 221-4.

43. Vessey et al., J. Biosocial Science 8 (1976).

44. C. A. Ballard, ‘Abortion and sterilisation by vaginal hysterectomy’, Am.J.Obstet. & Gynaec. 118, 7
(1974), p. 895.
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Conclusions
94. Inthe present state of knowledge, the following conclusions may be drawn:

(a) Although the side effects of the pill are frequently observed, many abate with
time or may be removed with change in prescription. It has yet to be shown
that the changes in metabolism associated with the pill constitute disease
processes.

(b) Serious disease consequences of the pill have yet to be fully demonstrated.
Some serious complications do appear to occur although incidence surveys
suggest that with certain exceptions the risk is small. High risk categories
include women over 40, smokers, and women with pre-existing conditions
such as diabetes, hypertension or cardiovascular disease.

(c) Clinical experience of doctors specialising in contraceptive advice suggests a
definite increase in the incidence of headaches and migraines, depression and
loss of libido for some proportion of pill takers. These conditions respond posi-
tively to either a change in prescription or change in method of contraception.
Doctors and other practitioners supervising the care of women taking the pill
should treat complaints of disorders such as headache, loss of libido and
depression seriously. It is too easy to dismiss any such complaint as imaginary
or the symptom of another problem she may have. Persistence of these com-
plaints warrants discontinuation of the pill and substitution of another
method.

(d) Although side effects of the IUD are observable, serious disease consequences
have not yet been fully established for the IUD or for female sterilisation.

(e) The prescribing routine for either the pill or the IUD should include a descrip-
tion of the usual benign side effects which may result and of the more serious
side effects which should be reported immediately. Similarly, the risks
associated with tubal ligation should be listed prior to operation.

95. On the evidence available we consider the oral contraceptive to be an effective
method of contraception which has not been conclusively proved to constitute a
serious health risk to women. Women in certain ‘at risk’ categories should be advised
of the additional risk they may incur and about alternative methods of contraception.
Complaints of disorders accompanying the use of oral contraceptives should be taken
seriously and may warrant substitution of another method.

Morbidity and other risks of pregnancy

96. In advising women on methods of contraception, the doctor or practitioner
should not exclude the risk of pregnancy from a description of each method, pointing
out that pregnancy carries health, social and emotional risks.*

97. Professor R. Shearman told us in evidence:

This is my own personal view and the view of the Council [Australian Council of the Royal
College of Obstetricians and Gynaecologists] as well, that the risks of oral contraception
which are well documented . . . are of fairly low frequency but fairly high magnitude
when they happen, but they are not comparable with the risks of unwanted preg-
nancy . . . There are dangers, but there are more dangers in unwanted pregnancies, or
even wanted ones.*

45. Population Information Program, George Washington University, ‘Effects of childbearing on ma-
ternal health’, Population Reports, Series J, 8 (1975), p. 126.
46. Evidence, p. 3085, Professor Rodney Shearman.
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98. The main risks in pregnancy are from haemorrhage, hypertension and sepsis,
but there are multiple conditions and disease processes which can occur during preg-
nancy which increase the risks of these hazards.

99. Some aspects of maternal morbidity are under-researched, and often unac-
knowledged. Since most women in Australia become mothers this is a matter for
regret.

100. Data from the South Australian Obstetric Audit indicated that 10.7 per cent of
mothers sampled (92.5 per cent of all private deliveries in a 6-month period in South
Australia) suffered toxaemia during pregnancy.” Dr M. W. Dunstone, who undertook
this Audit for the Royal Australian College of General Practitioners, wrote to us:
I would estimate that about 30 per cent of women would have one or more major items of
morbidity per confinement.

101. Morbidity affecting such things as sexual function is seldom referred to in jour-
nals or textbooks. More information is available on the social and psychological
consequences of pregnancy and childbirth. Depression, post-partum psychosis,
anxiety, social rejection or isolation, financial insecurity or impoverishment are
serious consequences with long-term implications that may occur.

Benefits from contraception

102. Submissions and evidence to the Commission alluded to the dangers of the pill,
IUD and female sterilisation; little mention was made of the benefits that these
methods of contraception may bring to the health of individual women.

103.  The interim report of the Royal College of General Practitioners in the UK lists
the following possible beneficial associations of the pill: the lessening or cure of men-
strual disorders, iron deficiency anaemia, pre-menstrual syndrome, benign breast
neoplasia, wax in the ear, ovarian cyst, acne and sebaceous cyst.*

104. Some women experience side effects from the pill; others feel better when they
are taking the pill than when they are not. Sometimes the pill alleviates hormone
deficiencies and sometimes it relieves pre-menstrual symptoms, dysmenorrhoea
(painful periods) or menorrhagia (excessive bleeding).

105. Many women experience psychological benefits from the use of effective
methods of contraception due to the release from the fear of pregnancy. Women
responding to the Commission’s ‘unwanted pregnancy phone-in’ were asked how
they felt about their present method of contraception. Some replies were:

A great burden has been lifted from my mind [vasectomy].

I feel really confident of not falling pregnant [pill].

It gives me complete freedom, it’s a great invention—better than men on the moon [pill].

106. One submission made this comment:
Possibly the current practice of contraception will in the long run improve the quality of
motherhood, because only those women who really desire children will have them.”

Contraceptive use
Introduction

107. Although effective methods of contraception exist, many unwanted pregnan-
cies still occur. We estimate in chapter 3 (Unwanted pregnancies) that there may be
as many as 100 000 each year in Australia of which more than 60 000 end in abortion.

47. Royal Australian College of General Practitioners, South Australian obstetric audit (unpublished).
48. RCGP, Oral contraceptives and health, interim report, 1974.
49. Submission 973, League of St Gerard Majella, Deniliquin.
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This is a problem of considerable size. We therefore ask what can be done to ensure
more effective contraceptive action by those who do not want to become pregnant.
We consider the social and personal factors which affect contraceptive use.

108. The problem should be seen in proportion. There are many couples in
Australia who are able to have the number of children they want, and to prevent
further pregnancies occurring when their family size is completed.” Others are unable
to limit their families or to avoid unwanted pregnancies. If some of the reasons for this
could be established, programs could be devised and implemented to enable people
at risk to take more effective contraceptive action and to plan their family size.

Women at risk

109. The main problem in any such study is to identify categories of women who do
not want to become pregnant and to link those women with a reason or reasons for
ineffective contraception. It is not possible to categorise all women at any one time
into those who are willing to become pregnant and those who are not. There is
another category of women who are ambivalent about pregnancy or who are unde-
cided, and it is this group who are often inconsistent in their use of contraceptives or
who fail to take any contraceptive action. It is too easy for the investigator to assume
that births are either planned or unplanned. For many people children ‘just come’
and are wanted even if they strain their parents’ ability to cope and increase their vul-
nerability to poverty.” If there is a social problem it involves more than just the
prevention of births.

110. Another problem arises from the fact that most survey material is based on
interviews with married women and does not always take into account the male atti-
tude or his responsibility for contraception, nor the position of single women who are
a group at special risk.

111.  For similar reasons it cannot be assumed that women who use no contraceptive
method or who use one of the less effective methods are necessarily an at-risk group.
The method chosen may depend on how willing the woman is to accept a pregnancy.
For example, a less effective method, or no method, may be chosen by a married
woman if she has not attained the desired family size.

112. It is not easy to identify pregnancies that are truly unwanted. Some women
request termination of pregnancy and there are some data about their characteristics
and pattern of contraceptive use. Another group give birth to ex-nuptial children,
some of whom are adopted. These are mainly young single women, and it can be
assumed that a proportion of their pregnancies are unwanted; others may be wanted
children born within a stable relationship.

113.  There are women who may have preferred to avoid a pregnancy but do not
consider it as unwanted when it occurs; the child is accepted and abortion or adoption
is not considered. Nevertheless these women may be having more children than they
can afford or cope with, because they are unable to practise effective contraception or
do not know enough about it.

114.  The categories at risk include the women who seek termination of pregnancy,
many of those who surrender children for adoption, some who have ex-nuptial chil-
dren and those who have more children than they really want or families too large to
cope with.

50. Helen Ware, ‘The limits of acceptable family size: evidence from Melbourne, Australia’, Journal of
Biosocial Science 5 (1973), pp. 309-28; C. M. Young, ‘Numbers of children planned, expected and
preferred by women in Melbourne’, Journal of Biosocial Science 6 (1974), pp.295-304; A. H.
Pollard, Farhat Yusuf & G. N. Pollard, ‘Survey of family formation in Australia—2: The ideal family
formation’, Working Paper no. 14 (Macquarie Uni., Sydney, 1974), p. 7.

51. Social/medical aspects of poverty in Australia, p. 136.
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115.  Although women requesting termination of pregnancy are only a section of all
women having unwanted pregnancies, they are an important group about whom data
are available. Some of the characteristics of women requesting terminaton are set out
in chapter 4 (section on incidence of abortion.) A social worker, June Bell, identified
the following groups:

(a) The very young girl (aged 13 to 16) who is still at school.

(b) The girl who may have left school and has started work, or who may have con-
tinued at school and plans to go on to university.

(c) The older girl who may have one child and is still unmarried.

(d) The young married woman who may have very young children and is not prepared
for any more now.

(e) The older married woman who has had her family and is shocked by a sudden
pregnancy.

(f) The young married woman who, in fact, does not want any children and who often
requests permanent contraception—even in her mid 20s.”

Abortion patient surveys analysed also show that these women are younger than the
average (especially in the 15-25-year-old group) and more likely to be unmarried
than married and are likely to have no children if single or more than two if married.

116. The Poverty Commission considered that the groups for whom present contra-
ceptive services are inadequate include ‘parents of large families, young unmarried
women, Aboriginals and some migrant groups’.” They noted that poor people have
been less successful in controlling their fertility and that their families are often larger
than average. Aboriginals too have larger families on average.

117. A Preterm survey suggested that there was an over-representation of migrant
women due to the clinic’s inner city location; cultural acceptance of abortion
(especially among Yugoslavs); economic insecurity; inefficient contraception; and the
dearth of interpreters.

118. Statistics for ex-nuptial births show that about 40 per cent are to women under
20. Evidence to the Commission showed that the proportion of 15-17-year-olds be-
coming pregnant ex-nuptially is increasing.** Ex-nuptial births show a slight decline
since 1972 though they still account for over 9 per cent of all births.

119. The circumstances of ineffective contraception or no contraception are varied.
Some fail to take up any method on becoming sexually active; some use less effective
methods or choose effective methods but use them ineffectively; and some discontinue
a method without replacing it with another. Information about women requesting
abortion shows that while the majority were using no method of contraception at the
time of conception, others were or had been using contraception.

The reasons are as varied as the circumstances:
(a) the young single girl may be affected by problems of access to services or by
medical attitudes;
(b) parents of large families may be affected by poverty, by religious beliefs or
ignorance;
(c) migrants may be affected by the language barrier or by social customs and
traditional contraceptive practices.

52. Exhibit 94.
53. Social/ medical aspects of poverty in Australia, p. 147.
54. Evidence, pp. 1417-8, Robin Harnett.
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All women may at some time be affected by ambivalence about pregnancy. Other
reasons include ignorance, risk taking, apathy and lack of services. The reasons for
ineffective contraception are quite distinct from the reasons why a pregnancy is not
wanted.

Knowledge and use of contraception

120. In Australia there is a relatively high awareness of contraceptives although
there are some groups who have insufficient knowledge, particularly the young and
single and those for whom there is a cultural barrier.

121. The Family Formation Project survey of married women in Melbourne, in
1971, found the distribution of knowledge of the various methods of contraception by
the married women interviewed as shown in table IV.7. Although nearly all respon-
dents had heard of the rhythm method and withdrawal, two of the least
reliable methods of contraception, approximately 30 per cent had never heard of the
IUD, of the diaphragm or of spermicides; 20 per cent had not heard of condoms.*

Table IV.7 Knowledge of specific metheds of family planning (respondents under 60 years
of age)

Knowledge (percentage)

Have heard Have never Refused
Method of or used heardof  toanswer
Pill 95 4 1
Withdrawal 91 8 1
Rhythm 89 10 1
Abstinence from sexual relations 84 15 1
Condom 79 20 1
Douching 72 27 1
Spermicides (named separately) 70 29 1
Grafenberg or similar rings 69 30 1
IUD 68 31 1
Diaphragm 67 32 1
Quinine pessary 37 62 1
Sponge 35 64 1
Spray foams, pressure pack and so on 31 68 1

Source: Caldwell, Young, Ware, Lavis & Davis, ‘Australia: knowledge, attitudes and practice of family
planning in Melbourne, 1971°, Studies in Family Planning 4,3 (1973), p. 52.

Knowledge of methods usually rises with the level of education.

122.  Other studies suggest a lower level of knowledge among young people. A study
of 200 mothers, of all ages, delivered at Queen Victoria Hospital in 1969 found that
71 per cent admitted to pre-marital intercourse; only two-thirds had knowledge of
birth control at that time and less than half had used any form of contraceptive. The
methods best known were the pill, rhythm, loop or ring and condom.* This study was
retrospective; similar comments were made by women attending the Fertility Control
Clinic in Melbourne.
Some of the questions asked of women attending the Fertility Control Clinic concerned
aspects of their sexual knowledge and activity. The most striking conclusion to come out of
these questions is the widespread ignorance of contraception especially, although not ex-
clusively, among the young.”’

55. Caldwell et al., Studies in Family Planning 4,3 (1973).

56. C. Wood, N. de Mestre, R. Mackenzie, M. Barson & E. Lewis, ‘Birth control in a lower social group in
Melbourne’, Medical Journal of Australia, 27 March 1971, pp. 691-6.

57. J. Wainer, ‘Abortion clinic’, La Trobe Sociology Papers, Paper no. 8 (1975).



Overseas studies confirm that, particularly among the young, there are misconcep-
tions about the risks of pregnancy and of methods of contraception.*

123. Use of contraception does not follow the same pattern as knowledge of a
method. In the Melbourne survey of 1971, 54 per cent of the sample had never used
the pill, though 95 per cent had heard of it. This survey found that only 13 per cent of
the married women respondents had never practised any form of family planning.
Fewer than 10 per cent of the younger women in the sample had never used
contraception.

Table IV.8 Main method of family planning employed 1970-71 (percentage of all users,
respondents under 60 years of age)

Method Whole sample Native-born
Abstinence 1 1
Rhythm 14 14
Withdrawal 19 5
Condom 9 9
Jellies and chemicals 2 4
Douching 1 -
Diaphragm 5 6
Grafenberg ring 2 3
IUD 8 10
Pill 38 47
Other and not specified 1 1
100 100
Number total users 1737 1051
Users as a percentage of all fecund married women 92
Users as a percentage of all married women 66

Source: Caldwell & Ware, ‘Evolution of family planning in Australia’, Population Studies XXVII, 1
(1973),p. 25.

The authors comment that the relatively high level of use of withdrawal is due to the
large proportion of southern European immigrants among whom it is a common
method. Catholics have a higher rate of use of abstinence and of rhythm. These sur-
veys relate only to married women. There is no comparable information about the
knowledge of and level of use of contraceptive methods by single women in Australia.

Attitudes and other factors affecting contraceptive use

124. We are particularly concerned to establish which groups in the community use
no contraception, or use ineffective methods, and to determine whether there are
reasons for this unassociated with the desire to become pregnant.

125. Contraceptive use is affected by a person’s religion, education and birthplace.
Some people hold beliefs which preclude contraception or the use of the most effec-
tive methods. The Australian Family Formation Project survey of married women in
Melbourne, in 1971, found that the lowest rate of approval of contraception was

58. M. Zelnick & J. F. Kantner, ‘Sexuality, contraception and pregnancy among young unwed females in
the United States’, in C. F. Westoff & R. Parke Jr (eds), Demographic and social aspects of population
growth, Commission on Population Growth and the American Future, 1 (1972), pp. 361-2; M. L.
Finkel & D. J. Finkel, ‘Sexual and contraceptive knowledge, attitudes and behaviour of male ado-
lescents’, Family Planning Perspectives 1,6 (1975), p. 257; Schofield, p. 87.
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among southern Europeans (59 per cent), Catholics (69 per cent) and those with no
more than elementary education (74 per cent). Where these three categories coincide
the rate of approval is only 36 per cent. In many cases disapproval was restricted to
methods which were perceived to be unnatural. The highest rate of approval was
among tertiary educated Australian non-Catholics (98 per cent) and the rate for the
whole sample was 86 per cent. Catholics’ use of rhythm and abstinence is well above
average and their use of condoms, spermicides and diaphragms is well below aver-
age. Their use of withdrawal, the pill and the IUD is also below average, though less
markedly so.

126. Cultural values account for some differences in contraceptive use. For example,
in some cultures fertility is controlled by the male by the use of coitus interruptus
(withdrawal). Strong beliefs that this is how fertility should be controlled, associated
with cultural restraints on the autonomy of women, often preclude other methods of
contraception. Data from the Melbourne Family Formation Project demonstrate this
clearly. Withdrawal was used by 74 per cent of Greek-born contraceptors, 73 per cent
of Yugoslav-born and 62 per cent of Italian-born, compared with 5 per cent of
Australian-born.* The Poverty Commission were disturbed that migrant women were
more likely to be using less reliable methods particularly in view of the high incidence
of migrants in poverty.®

127. The level of education is a significant factor. The Melbourne survey found that
withdrawal is mainly used by the less well educated, irrespective of birthplace. The
usage rate of the pill and the condom increase with the level of education.® Caldwell
and Ware noted:

To take the pill as an example, within the first 3 years of its introduction, 23 per cent of the
wives with tertiary education had adopted this new method compared with 3, 12 and 18
per cent respectively of those with elementary, lower secondary and upper secondary edu-
cation as their highest achieved levels (taking educational approximations of the length of
full-time education). Over the decade, the educational differential in pill use has declined,
especially amongst the Australian-born. However, it should be noted that by 1970-71 a
new innovational differential had appeared: the most highly educated women had already
begun to move away from the pill whilst levels of usage were reaching a plateau or still
rising in the other educational groups.®

For practically every group the percentage of married women who have ever used the
pill increases with the level of education. The lowest rate of use of the pill (at any
time) was among southern Europeans, particularly Roman Catholics and Orthodox,
with no more than primary education (14 per cent of the total sample). The authors
comment that:

. whilst the use of artificial methods of contraception rises with education amongst the
non-Catholic-born outside southern Europe, it declines with education amongst the
Catholic-born there.”

128. Research studies based on the Melbourne Family Formation Project survey
also show that other factors affect the patterns of effective contraceptive use. These
include age, length of marriage and number of children. Younger women were more
likely to be using the pill than older women, though among the latter it was still the
most commonly used method. Women with fewer children appear to be using more
effective methods (pill, IUD, condom and diaphragm) than those with more children,

59. Caldwell & Ware, Population Studies XXVII, 1 (1973).
60. Social/medical aspects of poverty in Australia, pp. 152-4.
61. Caldwell & Ware, p. 26.

62. ibid.,p. 7.

63. ibid., pp. 27-8.
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especially those with five or more children. Among the latter group there is a higher
proportion of women using withdrawal and rhythm than all other methods.* The
table on which this information is based places women who at the time of the inter-
view stated that they wished to become pregnant in a separate category.

Conclusion

129. It seems fair to conclude on the basis of this information that, so far as married
women are concerned, migrants, the less well educated and Roman Catholics seem to
incur greater risk of having a pregnancy they would rather have avoided because
their level of contraceptive use is lower and their chosen method likely to be less effec-
tive. It should be noted that migrants, particularly the southern Europeans, are mostly
in the category of having no more than primary school education.

130. No similar information is available about single women. We believe that
further research is needed to bring up to date the information gained from the Mel-
bourne Family Formation Project and to include a sample of single women,
especially young women who appear to be a high risk group and who have either
insufficient knowledge or motivation to use contraception effectively. We welcome a
recent initiative for further research on the part of the Department of Health and
express the hope that it may prove possible to survey some men.

Attitudes towards contraceptive methods

131.  Quite apart from the demographic characteristics which affect the pattern of
contraceptive use, there are less easily definable attitudes to contraceptive methods.
For example, some people hold a ‘general notion of non-interference with the body as
a whole’* Such values place contraception, particularly methods which involve
chemicals or devices, in the categories of ‘unnatural’ and ‘unhealthy’. Some people
equate femininity with breeding; they consider that children must follow on from
marriage and that sexual intercourse is for reproduction. Such views preclude the use
of contraception, particularly in early marriage, and sometimes also pre-maritally.
Sandberg and Jacobs comment on:

.. . the situation in which the woman offers a demonstration of her love by the gift of
pregnancy, a frequent and highly acceptable aspect of married love but a complicating
element in unmarried love.%

Others fear contraception, or some methods of contraception. In two separate small
surveys carried out by Professor Wood, in Melbourne, it was found that contracep-
tives were less acceptable than had been believed.” The study of a lower socio-
economic group of women found a high incidence of fear and adverse reactions to
contraceptives. The later study also found neutral and negative attitudes to contra-
ceptive methods. The pill was most favoured and rhythm least favoured on various
scales. Professor Wood concluded in the second study that either methods have to be
changed or attitudes altered if contraceptives are to be used successfully and that the
emotional attitude of patients should be considered in counselling.

132.  An English study found significant numbers of women who regarded certain
methods of contraception as very unsatisfactory or rather unsatisfactory: safe period,

64. Lavis, pp. 94-5.

65. H. Ware, Methodological issues: investigation of body notions, communication patterns and ideas
about tampering with nature (ANU, Canberra).

66. E. C.Sandberg & I. R. Jacobs, ‘Psychology of the misuse and rejection of contraception’, American
Journal of Obstetrics and Gynaecology 110,2 (1971).

67. Wood et al., ‘Birth control in a lower social group in Melbourne’, MJ4, 27 March 1971, pp. 691-6;
C. Wood, ‘A study of attitudes to contraceptives in a middle class group of women’, Medical Journal
of Australia 1 (1974), pp. 659-60.
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72 per cent; diaphragm, 38 per cent; sheath, 35 per cent; IUD, 17 per cent; pill, 15 per
cent. The author concluded that availability was a barrier to the wider use of the pill
and the [lUD.®

Problems in the use of contraceptives

Inability to find a method to suit

133. A growing problem is that of women who cannot find a method of contracep-
tion to suit them. The problem frequently arises when neither the pill nor the IUD can
either be tolerated or prescribed for medical reasons. The sidé effects of the pill cannot
always be overcome even through careful management. Some women are reluctant to
use chemical methods. Short of sterilisation, this situation leaves only the less reliable
methods of contraception, with their disadvantages. Consistent use may be hindered
by dislike of these methods. Women need good advice to help them to choose a
method which suits them and which they can use effectively. A less reliable method if
used properly may be more effective than a better method poorly used. Contraceptive
technology and the acceptability of contraceptives should in our view be the subject of
much more research.

Difficulties in use and method failure

134.  Some contraceptives are difficult for some people to use. Understanding of the
mode of action and of the effects and side effects is necessary. The oral contraceptive,
for example, is not effective for at least the first 14 days of use, and an additional
method has to be used during this time. There are varying rules about what to do if a
pill is forgotten. The woman on the pill must also be aware that vomiting or diarrhoea
can prevent proper absorption of the hormones and make the pill ineffective. She
should know and apply the rules for missed pills and, if necessary, use another
method of contraception.

135. Many of the side effects of the pill are mild or develop slowly, for example
nausea, depression and loss of libido. It is hard to tell if these are caused by the pill
and sometimes this can be established only by discontinuation. It requires per-
severance to stick to the pill during 2 or 3 months of nausea or headaches on the ex-
pectation that these symptoms will ease. Women are also exposed to sensational
reports of the dangers of the pill®, many of which are unreliable or over-emphasised.”
Many women discontinue the pill because they do not know enough about its use and
effects.”

136. There are comparable problems with other methods; for example, women
using the IUD need to be advised to report abdominal pain or vaginal discharge.

137.  Accurate information and instruction for both partners are also needed for the
periodic abstinence methods. Properly used, these methods require, among other
things, conscientious self-observation, knowledge of the female cycle and the things
which may disrupt it, acquaintance with the range of vaginal disorders likely to dis-
rupt mucus symptoms and the emotional and physical factors which alter body tem-
perature cycles. The reasons for discontinuing this method may include difficulty in
1dentifying and interpreting symptoms, and difficulties in coping with the method in
times of stress.

68. Ann Cartwright, Parents and family planning services (Routledge & Kegan, London, 1970), p. 39.

69. e.g. “The pill: the only pleasant suicide’, Australian International News Review, T December 1965.

70. G. Bertuch & J. Leeton, ‘The effect of publicity on oral contraceptive practice’, MJA 2 (1971),
p. 1067.

71. Emmi Snyder & Susan Wall, Abortion in Sydney: a perspective on change (Preterm Foundation,
Sydney, 1976), p. 23. 45



138. The proper use of the diaphragm and condom also require adequate infor-
mation about the way the method works and instructions for correct usage.

139. Difficulties in use can contribute to the failure of a method. A report on 1007
women requesting abortions at Preterm in 1974 reveals that 379 (37.6 per cent) had
been using a method at the time of conception including the following:

%
Oral contraceptives 4.4
Condom alone 4.4
Coitus interruptus alone 11.0
Spermicides alone 4.5
Rhythm alone 4.5
IUD 2.7
Diaphragm alone 0.7
Other 5.4

This may be explained by ineffective use or by method failure. Of those not using con-
traceptives, 2.7 per cent of the total had been advised by the doctor to stop the pill
with no alternative suggested method and 12.5 per cent of the total had stopped the
pill of their own accord.”

140. Other surveys have produced similar results. The survey of 660 women attend-
ing the Children by Choice counselling service in Brisbane reported that 33 per cent
had been using contraception at the time of conception including the following:

%
Rhythm 12.0
Pill 6.0
Foam/tablets 43
Condom 30
IUD 2.0

Of the 67 per cent not using contraceptives, 2 per cent of the total had been advised by
the doctor to stop taking the pill and 11 per cent had stopped taking the pill of their
own accord.” A survey of 338 women students in Melbourne reported that one of the
rhythm methods is commonly involved in unplanned conceptions among students.™

141. The survey of 1736 women attending the Fertility Control Clinic in Melbourne
in 1973-74 showed that 26 per cent of teenagers and 40 per cent of women in their
40s were using some form of contraception when they became pregnant, mainly
rhythm or the condom.”

142. A survey of abortion patients carried out for the Lane Committee in England
showed that 23 per cent had been on the pill before becoming pregnant; 9 per cent
forgot to take it, 13 per cent stopped because of symptoms and 1 per cent were taken
off by the doctor.™

72. ibid.,p.21.

73. S.Rigg, Clients of Children by Choice, Brisbane, Commission research report, no. 4, 1976.

74. Submission 556, Cole & Beighton.

75. Submission 73, J. Wainer.

76. A. Cartwright & S. Lucas, ‘Survey of abortion patients’, Report of the Committee on the Working of
the Abortion Act (hereafter referred to as the Lane report), vol. I11, p. 62.
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143. Insome of the cases referred to the method of contraception was ineffective, i.e.
it had a high failure rate even if properly used. In other cases it seems fair to assume
that there was an incorrect use of the method. The reports suggest further elements of
lack of adequate information and advice and unacceptable side effects, especially in
regard to the pill. A survey of 209 women who had babies at the Queen Victoria
Hospital in 1969 reported that, of those who had ceased using birth control, 23 per
cent did so because of the side effects and 6 per cent because of difficulty in use of the
method.”

144. A more recent survey of 1000 women requesting abortion at Preterm in 1976
showed that 662 were women who had been using oral contraceptives at the time of
conception or who had previously discontinued their use. Of these 662 women, 575 or
87 per cent had stopped taking the pill of their own accord; 374 or 65 per cent of these
did so because they experienced side effects from the method; a further forty-five, 7
per cent, stopped because they were misinformed about the need to have a break
from the pill; another five did not know they could use the pill while breast-feeding
and four did not understand the importance of taking the pill for the full 21 days.

145. Of the remainder of women who were taking the pill, sixty had used the
method incorrectly, including fifty-eight who had forgotten to take some pills during
the month. Twelve were advised to discontinue the pill by their doctor in order ‘to
have a break’. These women were not experiencing side effects. Fifteen women ex-
perienced method failure, including seven who had suffered vomiting and diarrhoea
during the month.

146. Only nine of the previous pill takers had thought that they wanted to become
pregnant, and a further eight were ‘aesthetically unhappy’ about taking oral contra-
ceptives. There is no information about the non-pill-takers.”

147. In a submission to this Commission, Cole and Beighton reported six cases in a
sample of female university students:
. in which the medical profession contributed to an unwanted conception by failing to

discuss alternative methods with women who had to cease oral contraception on medical
grounds.”

It appears that the withholding of information about side effects and long-term
consequences, and the refusal to acknowledge that side effects could be due to the
contraceptive, are factors contributing to abandonment of the pill. Withholding of
information may also give the impression that the side effects and long-term conse-
quences are more serious than they really are.®

148. The Commission recognises that it is time consuming for the doctor, nurse or
counsellor to list all of the eventualities which may occur and the ways in which these
should be handled. The FPA deals with telephone inquiries, but this is not necessarily
known to the many women who receive their prescriptions from a GP. Printed sheets
of information could help. These could be incorporated in packets of the pill, dia-
phragm and condom so that the user would have ready access to the information.
Manufacturers have already moved in this direction and we commend this move.
These instructions should be as full as possible and should be written in several
languages.

71. Wood, de Mestre et al., pp. 691-6.

78. Preterm, Sydney, Series of 1000 patients requesting abortion in the period 1 July 1976-1 September
1976 (report in preparation).

79. Submission 556, Beighton & Cole.

80. Preterm survey (report in preparation).
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Non -use of contraceptives

149. A few women become pregnant when using some form of contraceptive. How-
ever, most women who have unwanted pregnancies appear to have been using no
contraception at the time of conception. Once again, our information is limited to
women seeking abortion. A report on 1007 women requesting abortions at Preterm
Clinic in Sydney in 1974 reveals that 171 (17 per cent) had never used a method of
contraception and that 62 per cent had been using no method at the time of concep-
tion. A much higher proportion of married women (54.7 per cent) than single women
(29.7 per cent) were using contraception at the time of conception.*

150. A survey of women attending the Fertility Control Clinic in Melbourne re-
ported that 21 per cent had never used a method of contraception; at the time of con-
ception 74 per cent of the teenagers and 40 per cent of the over-40s were using no
method of contraception.® A study of young people in London aged 15 to 19 found
that although about 80 per cent of boys and girls claimed to have some knowledge of
birth control, a quarter of the boys and more than half the girls with sexual experience
never took precautions; others did so only occasionally.® These findings are sig-
nificant, since most in this group could be presumed not to want a pregnancy.

151. The fact is, then, that many people fail to use contraception despite a wish not
to become pregnant. The reasons are varied and range from ignorance and misinfor-
mation to risk taking, fatalism and lack of access to services. The difficulty of identify-
ing any particular group is brought to light by the range of responses in the Mel-
bourne survey of married women for the Australian Family Formation Project in
1971. Thirty-nine per cent of respondents stated they had become pregnant on at least
one occasion because they ‘took a chance sometimes’. Of these, 65.7 per cent didn’t
care very much if they did become pregnant; 19.6 per cent were in the category ‘some-
thing stopped me from taking the precautions’; 3.4 per cent didn’t know enough
about why one became pregnant; 2.3 per cent used a method which they did not
really think would work or knew to be chancy; 0.3 per cent thought they were sterile.
Of the women who “did not care very much’, 86.7 per cent replied ‘yes’ to the ques-
tion: ‘Would you say that you were quite pleased that fate took a hand and made you
pregnant without your having to make the decision yourself?

152. The report also analysed the reasons given for the category ‘something stopped
me from taking the precautions’ (see table IV.10).

153. Itis particularly difficult to establish after the event the reason why no contra-
ception was used in cases where pregnancy was not wanted. The form of the question
and the person’s rationalisation may cloud the issue. Married women may give a
range of replies different from those of single women; women seeking abortions may
give answers different from those of other women who consider that their pregnancy
was not planned or wanted. Most of the surveys are confined to women and, although
some referred to the role of their husband or partner, the views of men have not been
directly surveyed.

81. Snyder & Wall, p. 23; see also Cartwright & Lucas, Lane report, vol. III; Beard et al., ‘Kings termin-
ation study 2: contraception practice before and after outpatient termination of pregnancy’, British
Medical Journal, 9 March 1974, p. 420.

82. Submission 73, Jo Wainer.

83. Schofield, pp. 88-91.

84. Dept of Demography, Australian Family Formation Project, Melbourne survey, numerical and per-
centage distributions of responses (ANU, Canberra, 1972).
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Table IV.10 Reasons why ‘something stopped me from taking the precautions’

Reasons %
1. Orals—just cannot remember to take them 6.8
2. Orals—ran out of supplies 4.0
3. Other contraceptives—ran out of supplies 6.0
4. Other contraceptives—decision to have sex too sudden to use them 18.9
5. Other contraceptives—suddenly wanted to have sex without them; was breast-

feeding, thought it was safe 18.1
6. Other contraceptives—husband not in condition to take care 124
7. Other contraceptives—unpleasant (or too cold) to take the trouble getting them 32
8. Confusion between husband and wife—each thought the other was taking some

precaution 1.6
9. Don’t know (including some fed up with abstinence during unsafe period) 28.9

Source: Australian Family Formation Project, Melbourne survey (Dept of Demography, ANU,
Canberra).

Survey of reasons

154. In addition to the Melbourne Family Formation Project survey just referred to,
we have looked at several other Australian and overseas surveys about failure to use
contraception. Most, but not all, concerned women seeking abortion.

155. Contraceptive use was examined in a study of 209 women who had babies at
the Queen Victoria Hospital, Melbourne, in the last 3 months of 1969.* The women
were asked whether they had ever used birth control and, if not, their reasons for not
doing so. In contrast to samples of abortion patients, a number of these women had
planned their pregnancies. The data showing their reasons appear in table IV.11.

TableIV.11 Reasons for not using birth control

Percentage of

those not

wishing to

become

Reasons % pregnant
Desire for larger family 45 ..
Insufficient knowledge 30 55
Religious objection 10 18
Fear of side effects of contraception 8 14
Husband objects 5 9
Disturbance of sex life 1 2
Difficulty in use of method 1 2

Source: Wood, de Mestre et al., ‘Birth control in a lower social group in Melbourne’, Medical Journal of
Australia, 27 March 1971, pp. 691-6.

156. The Fertility Control Clinic reported that in the case of young women the
reasons include ignorance and misinformation, uncertainty on the morality of their
sexual involvement, risk taking, fear of seeing a doctor and refusal by the doctor.
Older women’s reasons were misinformation about fertility or the menopause, unex-
pected intercourse and refusal by their partner.*

85. Wood, de Mestre et al., pp. 691-6.
86. Submission 73, Jo Wainer.
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157. The Preterm survey of 1007 women seeking abortion in 1974 mentioned
unplanned, unexpected intercourse as a reason for pregnancy.”’

158. Data were also gathered on contraceptive non-use during our ‘unwanted preg-
nancy phone-in’. The most frequently mentioned reasons for not using contraception
were ‘I thought it wouldn’t happen to me’, ignorance and the unexpectedness of
intercourse.

159. In a study of university women’s contraceptive behaviour, Cole and Beighton
note:
Many women in the sample believed that sexual intercourse should not play any part in
the early stages of a relationship. They were therefore unprepared for the situation when it
arose.”

160. The Poverty Commission noted apathy, fatalism, lack of confidence in family
planning and fear of its effects as factors impeding contraception.”

161. Overseas studies also suggest that ignorance, misinformation, mismanagement

and difficulties of access all contribute to poor contraceptive use. In the United States

there have been two recent studies of women presenting for abortion.”
Two studies—of 100 women who applied for repeat abortions in New York, and 642
women who obtained abortions in California—have found that the main reasons the
women had unplanned pregnancies were misinformation about the menstrual cycle, about
the risk of pregnancy and about proper use of their contraceptive, as well as fear of side
effects and actual failure of the method. Very few of the women got pregnant because of
objections to the use of contraceptives, an underlying desire to get pregnant, or reliance
upon abortion as a primary means of birth control.”

162. Method failure, inconsistent or incorrect use accounted for up to two-thirds of
the unplanned pregnancies; medical mismanagement and side effects were other fac-
tors. In the New York study, reasons for pregnancy included: thought it was the safe
period; method failure; fear of contraceptive side effects; and risk taking.

163. Data from the 1970 National Fertility Survey in the United States show the
reasons given by unmarried women for not using contraception (see table IV.12). The
data indicate that, for this sample, ignorance of female fecundability was a major
reason for not using contraception.

164. A survey for the Lane Committee of abortion patients in England not using or
not always using a method of contraception reported the reasons shown in table
IV.13.

Young people

165. The Fertility Control Clinic survey showed that of those women asking for
abortions the younger ones were least likely to have used contraception. The Preterm
study showed that married women (54.1 per cent) were more likely to have used con-
traception than the never married (29.7 per cent). The latter group were mainly under
21.%2 Sexually active young people are at risk of unwanted pregnancies; they are also
likely to be in situations where contraception is difficult, because of lack of experience,
lack of access to services, or because the relationship is a casual one.

87. Snyder & Wall, p. 20.

88. Submission 556, Beighton & Cole.

89. Social/medical aspects of poverty in Australia.

90. L J. Robins, ‘Failures of contraceptive practice’, New York State Journal of Medicine 73,361 (1976);
W. B. Miller, ‘Psychological antecedents to conception among abortion seekers’, Western Journal of
Medicine 122,12 (1975). -

91. Family Planning Perspectives 8,2 (1976), pp. 72-6.

92. Snyder & Wall, p. 17.
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TableIV.12 Per cent unwed females giving specified reason for not using contraception

Reason Black White
Trying to have baby; didn’t mind if

pregnant 242 12.1
Too young; infrequent sex; didn’t think

could get pregnant 278 16.4
Time of month when couldn’t get 49.1 58.9
pregnant 214 42.5
Hedonism—heedlessness( 7.2 9.6
Knowledge—logistict®) 12.7 14.2
Partner objects; wrong to use 30 45
Other 3.8 0.7
Total 100.0 100.0

(a) ‘No fun to use’; too ‘inconvenient’; ‘didn’t want to use’; ‘just didn’t’.

(b) Didn’t have contraception available; didn’t know where to obtain; didn’t know about contraception.
(c) ‘Dangerous’; medical reason for believing to be infecund; ‘too expensive’.

Source: M. Zelnick and J. F. Kantner, ‘Sexuality, contraception and pregnancy among young unwed fe-
males in the US’, in Westoff and Parke (eds) Demographic and social aspects of population growth, Com-
mission on Population Growth and the American Future, vol. 1, p. 370.

Table IV.13 Reasons for not using or not always using a
method of contraception

Reason %
Doctor took them off pill 1
Symptoms associated with pill 13323
Forgot to take pill 9
Did not have sheaths available 9
Said he would withdraw and did not 5
Spontaneity, intercourse not expected 17
‘It wouldn’t happen to me’ 18
Other 17
Inadequate answer or no reason given 24

Number of women not using or not always using a
method of contraception (= 100%) 82

Note: Several women gave more than one reason.

Source: A. Cartwright & C. Lucas, ‘Survey of abortion patients’ in
Report of the Committee on the Working of the Abortion Act, vol 111
(HMSO, London, 1974), p. 62.

166. There is no full-scale study of young Australians and their contraceptive prac-
tices. A study of women students at Melbourne University found that few failed to
take any precautions at all but that many relied on unsafe methods such as rhythm or
withdrawal.”

167. A study of 110 male students, conducted in 1975, showed that ten had failed to
use some form of contraception in a steady relationship (with the pill and condom far

93. Submission 556, Cole & Beighton.
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exceeding other methods). In casual relationships the occasions of unprotected inter-
course were higher, and the reasons given for this included:
¢ belief that it was the woman’s responsibility
youthfulness and inexperience
e opportunity—°it just happened’
e commencing a relationship
e cessation of use of pill*

168. A study of 2000 London teenagers in the mid 1960s asked those with sexual
experience whether they had taken precautions. Less than half the boys always used
some form of birth control and one-quarter had never used any method. Only 20 per
cent of the girls always used birth control and 60 per cent never did. Only one-third of
the girls always insisted on their partner taking precautions. They nearly all depended
on the man. Methods mentioned were: sheath (78 per cent), withdrawal (40 per
cent), diaphragm (14 per cent) and chemical methods (9 per cent).” The author com-
ments:

. . . the girls have a very real fear of pregnancy and yet they do almost nothing to take

precautions.*

He concludes that about half the groups have very little interest in birth control and

will be slow to profit from instruction.
A few boys (5 per cent) and girls (7 per cent) did not know enough to be able to make use
of birth control methods. Religious reasons for not taking precautions were given only
rarely (6 per cent) by the girls and hardly ever (1 per cent) by the boys. It is clear from the
results reported in this section that many of the girls who are having pre-marital sexual
intercourse are running the risk of becoming pregnant. Likewise many of the boys are not
making use of birth control. Some would be more likely to take precautions if contracep-
tives were more readily available, but the majority are either not aware of the risks, or at
the moment of sexual excitement are not disposed to consider the consequences of an un-
wanted pregnancy. As sexual intercourse within marriage is socially accepted, it is not too
difficult to make preparations and have contraceptives available. But pre-marital inter-
course is discouraged, and therefore, when it does take place, it is unpremeditated and
clandestine; in these circumstances birth control is less likely to be practised. Unfor-
tunately the consequences of an unwanted pregnancy are far more serious for the unmar-
ried than for the married.”

169. An American study of US adolescents aged 15-19, carried out in 1971, re-
ported that the main reasons for non-use of contraception are that intercourse is in the
safe period, that intercourse is too infrequent for pregnancy, or that access to services
is difficult.”® Young people are likely to misunderstand such things as female fecun-
dability, and to have false beliefs, e.g. that the risk of pregnancy from infrequent acts
of intercourse is lower than it actually is. There is an urgent need to develop special
programs for young people. :

Conclusion

170. Without necessarily qualifying the different reasons for failure to use contra-
ception or placing them in any special order they appear to be grouped as follows:
(a) Ignorance or misinformation about conception, or safe period, or about the
risks of infrequent intercourse.

94. Beighton & Cole, Attitudes of young males to contraception, Commission research report, no. 5,
1976, pp. 6/14-6/17.

95. Schofield, pp. 87-91.

96. ibid., p. 91.

97. ibid., p. 93.

98. Shah, Zelnick & Kantner, ‘Unprotected intercourse among unwed teenagers’, Family Planning
Perspectives 7,1 (1975), p. 43.
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(b) Lack of access to services or supplies, or absence of supplies.
(c) Religious objection of self or partner.

(d) Fear of doctor or refusal by doctor.

(e) Unpreparedness for sex on the occasion or in the relationship.
(f) Failure of partner to take precautions when expected to do so.
(g) Fatalism, risk taking and impulse.

(h) Inertia, too much trouble.

(i) Dislike of interfering with sex.

171. In a situation of such complexity there is no one way to ensure full contracep-
tive protection for women who do not want to become pregnant. A program would
have to provide education, motivation and access. Attention would need to be given
to each of the reasons outlined and also to groups with special problems, including
migrants, poor people with large families, young single people and those for whom
existing methods are not acceptable for one reason or another.

172. The nature of the relationship can also affect the attitude to contraception and
its accessibility. People who are married or who have a steady relationship should
have less difficulty in contraceptive practice than those involved casually. The pill, the
IUD and the diaphragm are methods which imply a steady relationship. In a casual
relationship the condom or withdrawal are more likely to be available. These factors
are particularly important in planning for young single people.

The male role in contraception

173. Several commonly used methods of contraception—the condom, withdrawal
and periodic abstinence—depend upon the man, his knowledge and his willingness to
co-operate. Vasectomy has become more common, though its use is usually limited to
couples who have completed their desired family size.

174.  Most family planning services are designed for women. Female methods often
require prescription or other specialist advice whereas male methods do not require
prescription, though they often require knowledge and instruction. The shift of em-
phasis toward the pill and the IUD and away from male methods is a significant cul-
tural change. Not only does it give the woman control over fertility; it means that to
become pregnant a positive choice needs to be made, rather than leaving it to chance.

175.  Within marriage or a stable relationship some women still depend on their hus-
band for contraception; the extent to which they do so may vary with educational and
cultural factors. The less well educated and migrants are more likely to be using with-
drawal. We were told that Greek men take pride in treating their women right by
withdrawing whereas Australian men generally dislike making any effort. Unfortu-
nately withdrawal is not one of the most effective methods even when properly used.
To improve contraceptive practice among migrants special efforts would be needed
which take account of cultural factors.

176. The husband’s failure to use a method properly can be a factor in unwanted
pregnancies. His objection to his wife’s use of contraceptives is another problem. The
Preterm study noted:

The case of the Yugoslav husband who refuses to allow his wife to use oral contraceptives
or an IUD because of fears of marital infidelity is not uncommon.”

99. Snyder & Wall, p. 25. 53



There are instances known to FPAs in which a husband refuses to allow his wife con-
traceptive advice and, should she obtain this, attempts to throw away the supplies or
even to remove the IUD. Where partners are in disagreement about family size the
method of contraception may become a source of conflict.

177. The Poverty Commission noted that:

For some men, getting and keeping their wives pregnant is a means of overcoming fears of
personal insecurity or of affirming their virility.'®

178. Because the condom is available free of prescription (and would under our
recommendations be more widely distributed) and as its use is a preventive measure
against VD, it is a particularly valuable method of contraception for young single
people who may become involved in casual relationships. In 1935 Dr Marie Stopes
wrote that the condom has a place in contraception ‘but not for long-continued use,
only for temporary use and for special occasions’.”” Her comments are still valid.

179.  Unfortunately the condom is not always popular. The survey of male univer-
sity students reported that many men commented that it reduces sensation or that it
seems a cold-blooded or unaesthetic approach to sex.' It is interesting to observe that
we have heard that in some other countries, e.g. Japan, the condom is acceptable and
popular. It is possible that ways could be found of overcoming attitudes resistant to
this method. This is important in view of its general usefulness in casual relationships
and its ready availability.

180. Educational and motivational programs should include the male and
especially the young male.'®

External constraints

Access to services

181. Some people have difficulties in obtaining contraceptive advice and supplies
because of the hours they work or because they live in an area without facilities, e.g. in
remote and rural communities. One witness was asked: ‘Are the health problems of
country people being adequately dealt with?’ and she replied:
They are adequately dealt with where there is a doctor or enough doctors to service the
community, but doctors are very reluctant to go to country areas . . .
Their time is overtaxed and their knowledge is limited. One thought that we did have was
that the mobile units have been very useful in the past for the services they have lent them-
selves to, and it was suggested that perhaps the mobile units could be used in centres for
say family planning or information for alcoholics or help for any of the people who can’t
be dealt with satisfactorily by a doctor or by a minister.'*

182. Insome rural areas, where the only doctor refuses to prescribe certain kinds of
contraceptives or only prescribes to married women, contraception is virtually
excluded from certain sections of the community except for condoms supplied by the
local barber or chemist. People living in remote areas away from towns must rely on
visiting health teams and flying doctor services. It is difficult for them to obtain
follow-up advice or lengthy instruction at the time of prescription. Many women are
reluctant to raise the subject of contraception on two-way radio which affords no
privacy.

100. Social/ medical aspects of poverty in Australia, p. 153.

101. Stopes, p. 116.

102, Beighton & Cole, Commission research report, no. 5, pp. 6/25, 6/29.
103. For further comments about fathers, see Cartwright, pp. 156-7.

104. Evidence, pp. 1898-906, Barbara Dinnie.
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183. In cities and towns the problem of access to contraceptive services is less acute,
but there are still areas where there is a shortage of doctors and no FPA or other
clinic. In these areas, contraception may be refused by some doctors and chemists.
Poverty, shift work or too many young children are some of the factors which prevent
people from getting to the services which do exist. Limited clinic and surgery hours
militate against a woman who works long hours or whose husband works alternate
shifts with her, because there is no one at home to mind the children while she attends
for an appointment. Transport costs may also be a factor. Sheer exhaustion, the lack
of a telephone and the unfamiliarity of the procedure or lack of privacy at the surgery
or clinic may all deter potential clients.

184. The costs of filling the prescription or of supplies may be too great or at least it
may mean that the visit is put off for a while. The opening hours of pharmacists can
also be an inhibiting factor. All these factors are exaggerated where there is also a lan-
guage problem.

185. Better distribution of contraceptive services is needed both geographically and
in hours of access. For example, people who are harassed by personal difficulties may
only be able to find time to go for contraceptive advice at the weekend or at night,
other people may be deterred by a rigid system of appointments and feel more at
home at a place where they can just ‘drop in’. Provision for out-of-hours supplies is
needed. More field workers are called for in the remote and rural areas of Australia
with special training in contraception and the related areas of gynaecology and
sexuality.

Maedical attitudes

186. Medical attitudes were said to be off-putting, particularly to young people.
According to Wainer:
. . . the lack of effective contraception among some young women was because they were
reluctant to approach a doctor . . . Of the teenagers in the FCC sample, 10 per cent said
they were either too scared to see a doctor about contraception or they did see a doctor and
were refused contraception. More than half of the teenagers were ill-informed about the
necessity for and the various methods of contraception.'

Opposition by medical practitioners is frequently associated with the doctor’s religion
(or views about womens roles and morality) and is generally declining. There still
remains a need for medical practitioners to be better informed about contraception,
particularly about the management of side effects of the pill and the alternatives to
this method. In our ‘unwanted pregnancy phone-in’ we had this comment:

My doctor told me I didn’t need to know anything about that sort of thing . . . he made
me feel rather dirty for wanting to know such a thing.

Other constraints

187. Crises in people’s lives often intervene in contraceptive use.”” They take an
individual’s attention away from ordinary tasks, including the obtaining or use of
contraception. Parental intervention may constrain a dependent daughter even where
her sexual activity is already known. A case was reported to us of a daughter, aged 18
(legally of age), who was told to leave her parents” house after a packet of contracep-
tive pills had been found in her handbag."” Less specific constraint may occur through
nagging, moralising, disapproval and rejection by parents, friends and relatives.

105. Wainer, La Trobe Sociology Papers.

106. W.B. Miller, ‘Psychological vulnerability to unwanted pregnancy,” Family Planning Perspectives 5, 4
(1973).

107. FPA NSW, in personal consultation with Commission research staff.
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188. Pressure may also be applied by the representatives of certain religious groups,
pressure groups, ethnic groups, other institutions (e.g. schools, orphanages and hospi-
tals) and professional groups, especially the medical and paramedical professions.
Pressure may be applied in personal contact, as in a sermon or professional consul-
tation, or via the media. For some women this occurs at the point of request for
service.

Motivational factors

The intra-psychic theories
189. Sandberg and Jacobs in an article which is frequently quoted consider that:

. women are ambivalent about pregnancy throughout most of their reproductive lives.
Psychic conflict regarding contraception is to be anticipated, as conscious and unconscious
reasons for and against its use exist simultaneously.

and further: ,
A physician who accepts proffered statements for the whole truth is soon confounded by
the apparent irrational action of some patients in their misuse or rejection of the prescribed
contraceptives and by the unreasonable and inconsistent explanations as to why none of
the various methods are utilisable . . . It is obvious that behaviour in contraceptive use
does not always conform to apparently rational, externally voiced attitudes and that
conflicting psychological forces, conscious and unconscious, are extremely influential."*

190. Raphael has also written of ‘self-punishment’ and ‘self-destruction’, depres-
sion and hostility in this context." She also suggests that, before prescribing the pill,
the doctor should assess the patient’s current family life, motivations and abilities for
parenthood or contraception, current or recent situational stresses or life crises and
any notions of fantasy families.'®
Often the female subconsciously or consciously does wish a pregnancy to escape from a
set-up she will not tolerate, or on the other hand it is needed as an expression of self-
esteem. Again it may fulfil her own love needs in this way, at other times it seems to be a
chosen form of martyrdom. Also to some the risk is half the excitement of sexual
encounter, and probably this is also the cause of the loss of libido encountered with some
of the contraceptive methods used in these persons."

Similarly, the Perth Catholic Family Welfare Bureau wrote:

It is considered noteworthy that in the experience of the agency with unmarried mothers
every case showed evidence of disturbance of the background of the girl concerned. A
common factor was a feeling of being left out and unloved by the parents. A deprived
childhood usually results in a poor self-image, which predisposes the girl to gratefully
over-react to expressions of admiration, love etc., from the opposite sex.!?

191.  We agree that doctors should listen carefully and sympathetically to their
clients and be receptive to indications of stress or difficulty. We doubt, however, that
inadequate contraceptive use in the general population can be explained by these hy-
potheses. It seems to us that lack of information, misinformation and social and cul-
tural constraints explain a greater proportion of non-use than do individual per-
sonality disorders.

108. Sandberg & Jacobs, p. 228.

109. B. Raphael, ‘Psychosocial aspects of induced abortion, its implications for the woman, her family
and her doctor’, parts 1 & 2, MJA, 1 July 1972 and 8 July 1972.

110. B. Raphael, ‘Primary care and the prevention of psychiatric disorder’, Australian Family Physician 5
(1976), p. 1087.

111, Submiss?on 924, Dr A. D. J. Stoutjesdijk.

112. Submission 1122, Catholic Family Welfare Bureau; see also Dr R. H. Griffith, Pregnancy as a symp-
tom of emotional disturbance (delivered at seminar on ‘Family planning and the law’, Monash, July
1976).
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192. The intra-psychic theories of contraceptive use are based on the clinical experi-
ence of psychiatrists and supported, in the submissions, chiefly by agencies assisting
women with problem pregnancies. Neither group of professionals see a cross-section
of the population and people seen by psychiatrists are not necessarily representative
of the wider, sexually active and fecund population. The needs, conflicts, wishes and
fears that their patients have may occur in other people to a greater or lesser degree.
Where they do occur the personal problem may not readily be resolved simply by
providing effective contraception.'® They are not in our view the critical factors in
general contraceptive behaviour.

Role conflict

193. There is no doubt that some people experience conflict about the use of contra-
ception or about a particular method. Sometimes this arises from assumptions and ex-
pectations about the roles that people adopt at varying times in their lives. In the
teenage years, and to some extent pre-maritally, there frequently occurs conflict over
the decision about whether to be a sexually active person or whether to conform to the
traditional role requirements of propriety and sexual sublimation. This is typified by
responses in some of the surveys to the effect that the woman had not expected sex in
the relationship and was not prepared for it. The other side of this answer may be the
feeling that to be prepared is not proper: ‘Nice girls don’t.” Most teenage girls receive
little explicit assistance here. The South Australian Medical Womens Society wrote:

. many girls feel that to plan ahead for sexual intercourse makes them somehow more
guilty than if it occurs when they are momentarily overwhelmed by emotion.'

194. Other role conflicts exist for the married woman. Typically this is the choice be-
tween being a working woman and a mother to the extent that these are seen as mutu-
ally exclusive roles. Ambivalence about this question may result in indecision, in
ineffective contraception or in choice of an ineffective method. It has not been demon-
strated, however, that indecisiveness is the determining variable in inadequate or
ineffective contraceptive use. Uncertainty about whether or when to become pregnant
affects some people. But among those who would clearly prefer not to become preg-
nant there are external factors which inhibit their choice and use of effective methods.

Other factors affecting motivation

195. Women are sometimes ambivalent about their desire to avoid pregnancy as
well as uncertain or ignorant about appropriate means of contraception. Certain fac-
tors can influence motivation and lead to more effective contraception.

196. A number of reports assert, for example, that contraceptive use improves after
abortion. For example, an English study of abortion patients at Kings College Hospi-
tal found significant improvement in contraceptive use at 3 months after termination,
as shownintable IV.14.

197. Two of the major abortion clinics in Australia report that choice of contracep-
tive method after abortion reflects increased use of the effective methods and a de-
cline in use of the unreliable methods."* The data from the Preterm clinic indicate that
only 37.6 per cent were using contraception at the time of conception, including 4.4
per cent using oral contraceptives, 4.4 per cent using the condom and 11 per cent
using coitus interruptus alone. The report comments on the type of contraception
planned.

113. K. C. Luker, Patterns of pregnancy: towards a theory of contraceptive risk taking (thesis, Yale, May
1974).

114. Submission 143, SA Medical Womens Society; see also The Boston Womens Health Book Collective,
Our bodies our selves (Simon & Schuster, NY, 1973), p. 109.

115. Submission 73, Jo Wainer.
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Table IV.14 Contraceptive use among 326 women who attended follow-up clinic 3 months
after termination

Before termination

After termination A B C D Total %
A 33 55 34 159 281 86.2
B 0 5 | 10 16 4.9
C 1 | 5 3 10 3.1
D 1 3 1 14 19 5.8
Total 35 64 41 186 326 100
% 10.7 19.6 12.6 57.1 100

Key to method of contraception: A=pill, IUD, combination or sterilised; B=cap, sheath; C=foam,
pessary, safe period, coitus interruptus; D =none.

Source: Beard et al., ‘Kings termination study 2: contraceptive practice before and after outpatient termin-
ation of pregnancy’, British Medical Journal, 9 March 1974, p. 420.

Most women at the time of the termination stated that they would use oral contraception
(71.8 per cent). A much smaller percentage (12.4 per cent) preferred an IUD, and 8.3 per
cent intended either to have a tubal ligation or their partners would have a vasectomy. A
very small proportion (3.3 per cent) chose to continue with other methods, such as a dia-
phragm or condoms—with or without spermicides—rhythm or coitus interruptus. Only 4
per cent of women were undecided. '

198. A more recent follow-up of Preterm and Population Services International
clinic patients found that 85 per cent of women responding were using effective
methods of contraception 6 months after they had had an abortion."” Unfortunately
the response rate for this study was poor. Preterm clinic reports a return abortion rate
of about 5 per cent. The need for contraceptive services for abortion patients is clear.

Conclusions

199. The picture is a complex one. Variables affecting contraceptive practice are not
necessarily reflected in the pressures which lead to abortion. Programs for the whole
community to improve knowledge and use of contraception should emphasise the
young and single, and those whose cultural and ethnic backgrounds result in ineffec-
tive contraception and make access to services difficult. Poorer groups also need
special attention.

200. Effective contraceptive use depends on information, motivation, beliefs, access
to services and on other personal and external factors such as the nature of the rela-
tionship and attitude of the partner. Many changes are needed before it could be said
with confidence that all who wish to avoid pregnancy have the knowledge and means
to do so.

Contraceptive services

Introduction

201. At present most contraceptive services are provided by medical practitioners or
by voluntary organisations, both operating in the private sector. The present services

116. Snyder & Wall.

117. C. Anthony, E. Berman, L. Hart, S. Raymond, D. Richardson, K. Richardson, W. Robilliard, T.
Sangster, Abortion: a survey six months later (student assignment, Department of Preventive &
Social Medicine, University of Sdyney).
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are inadequate in some respects and do not reach many people who need them, be-
cause of cultural barriers, distance, cost and other factors. Governments are becoming
aware of the need to improve and extend these services, but have not made a full
commitment to do so as yet.

202. Laws still operate to inhibit services; publicity is inadequate. There is a real
need for comprehensive government policies to develop and extend existing services,
and to inform and motivate people to make use of them.

203. The pattern of services has been mainly a medical pattern because so many
contraceptives require a prescription, or fitting by or under the supervision of a doctor.
Services have been mainly designed for women. These patterns are beginning to
change. The multidisciplinary nature of contraceptive services is being recognised
along with the need for communication between teachers, doctors, nurses and social
workers depending on where and in what circumstances the need is identified.

204. We consider existing services with a view to making recommendations to
ensure equal access by all to effective contraception. Contraceptive services are one
aspect of fertility control services which assist men and women to plan and space the
number of children they produce.

205. Units offering contraceptive services also frequently provide other services.
These may be a general medical service; pathology tests; treatment for infertility, ill-
nesses of menopause, VD and other sexually transmitted diseases; counselling and
referral. Abortion services also offer a range of other services, including contracep-
tion.

General practitioners and gynaecologists

206. There are more than 7000 general practitioners in Australia and 716 gynae-
cologists. They provide contraceptive services for the greatest number of users. The
Poverty Commission reported that 84 per cent of women sought contraceptive advice
from a general practitioner, specialist, or hospital doctor, as distinct from family plan-
ning clinics."®

207. The general practitioner is considered by many to be the ideal person to
dispense these services. Some forms of contraception are available only through a
medical practitioner. For example oral contraceptives are available only on prescrip-
tion, and the IUD and diaphragm must be fitted by a doctor. Sterilisation has to be
performed by a doctor.

208. Inasubmission the Australian Medical Association stated:
Freely available contraceptive advice and counselling and free access to contraception is

urgently required to solve the present and future problems of our community. Where poss-
ible the ideal provider of family planning advice is the doctor."”

General practitioners are widely (although not uniformly) distributed throughout the
country. They tend to be more accessible to the client than any other service; they
often know the patient’s background and medical history which can be taken into
account when prescribing contraception. The GP is also well placed to initiate dis-
cussions about family planning and to provide continuing care.

118. Social/ medical aspects of poverty in Australia, p. 142 (the information is based on a research report).
119. Submission 1101, AMA.
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209. Two Australian surveys have investigated contraceptive services as provided
by general practitioners. The Barson and Wood survey of 113 GPs (1972) discovered
that all the GPs who responded to their survey ‘gave advice to patients on family
planning’ (65 per cent of the entire sample)."*

210. We conducted a survey of 1150 GPs in 1976 (see Annexe IIL.A). All but eight
GPs (who did not answer the question) claimed that they were consulted each week
about family planning. More than half of these, however, claimed that such consul-
tations would involve less than 5 per cent of their patients in one week. For nearly all
the remaining GPs contraceptive advice was requested by no more than 25 per cent of
patiehts in any one week. Doctors over 60 years of age were less likely to be consulted
on this matter than were younger doctors.

211. There are, however, some disadvantages about the GP as a source of contra-
ceptive advice. Some practitioners are unwilling or untrained to give contraceptive
advice or the full range of advice. The Barson and Wood survey included four Cath-
olic doctors who would not prescribe the pill and thirteen who would not insert IUDs.
Further, seventeen of their respondents would not give contraceptive information to
unmarried patients, Catholic doctors being less likely to do so. Only two doctors
would prescribe contraception for an unmarried minor without parental consent,
although this may reflect a fear of flouting the law and a concern that prescription of
oral contraceptives may be contra-indicated for very young women.

212. Inoursurvey of 1150 GPs, seventeen doctors had not recommended the pill to
any patient during the previous 12 months; sixteen of these doctors were Roman
Catholic. One hundred and forty-nine other GPs who were Roman Catholic had,
however, prescribed the pill. With the exception of the diaphragm, spermicides, with-
drawal and abortion, more Catholic doctors had recommended each method of con-
traception than had not recommended them. There was no religious differential in the
general unwillingness to recommend withdrawal. On the other hand, proportionately
more Roman Catholic doctors recommended calendar rhythm and temperature
methods and the ovulation method than did doctors of any other religion.

213. In general, as Table IV.15 demonstrates, general practitioners favour those
methods of contraception which require a doctor’s surgical or prescribing skills. Oral
contraceptives, the IUD, vasectomy and tubal ligation are recommended by more
GPs than condoms, diaphragms, spermicides and other methods. Nearly 50 per cent
of the GPs sampled had recommended abortion for at least one patient during the
previous 12 months. While withdrawal was rarely recommended, the other less
reliable methods, rhythm, temperature and ovulation, were recommended by at least
a quarter of GPs sampled. Although there was a religious differential, not all doctors
recommending these methods were Catholic.

214. We also sought to discover how often general practitioners themselves initiated
the subject of family planning during consultations. Eight situations were presented to
the responding doctors and, with regard to each, they were asked to indicate whether
they routinely raised the subject of family planning. The percentages of responses to
this question are shown in table IV.16.

215. The results in table IV.16 indicate a reasonable awareness that family planning
is appropriate in the situations mentioned. It is not certain, however, that every
patient will be offered contraceptive advice in those situations. Clearly a small pro-
portion of doctors feel that this subject should be left to the patient to raise.

120. M. l?ggs;mﬁ C. Wood, ‘A survey of the general practitioner in family planning’, MJ 4, 20 May 1972,
pp-
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Table IV.15 Percentage distribution of responses to the question: ‘Have you recommended
the following family planning methods in the past 12 months?

% GPs recommending

Method Area of practice method in last 12 months
%

Oral contraceptives metropolitan 98
country 98

IUD metropolitan 85
country 85

Condoms metropolitan 70
country 64

Spermicides metropolitan 65
country 63

Diaphragm metropolitan 42
country 38

Rhythm metropolitan 42
country 38

Ovulation metropolitan 27
country 34

Withdrawal metropolitan 5
country 5

Abortion metropolitan 49
country 47

Vasectomy metropolitan 79
country 83

Tubal ligation metropolitan 83
country 87

Abstinence metropolitan 14
country 13

Table IV.16 Percentage distribution of responses to the question: ‘Do you raise the subject
of family planning as a matter of routine in any of the following situations?’

No consul-

Area of tations on

Situation practice Yes No this matter
At 6-week post-partum check-up metropolitan 72 7 16
country 84 9 6

At a pre-marriage consultation metropolitan 84 6 6
country 82 8 6

At a first gynaecological consultation metropolitan 61 28 4
country 58 32 3

As a normal part of history taking metropolitan 53 37 1
: country 52 40 1

At a rubella vaccination metropolitan 65 21 6
country 61 26 7

At arequest for abortion metropolitan 86 6 3
country 82 10 4

At discussions of sexual/marital metropolitan 90 6 1
problems : country 90 5 2
At discussions concerning venereal or metropolitan 66 27 2
vaginal disease country 67 25 3

Percentages do not sum to 100 owing to rounding and a small number of responses not identifiable by area.
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It is interesting that 90 per cent of responding doctors said that they raised the subject
of contraception when consulted for sexual and marital problems, but fewer did so at
other appropriate times such as before marriage and at the post-partum check-up.
Although it is essential for a woman having a rubella vaccination to avoid pregnancy
for at least 3 months after the vaccination, 21 per cent of metropolitan doctors and 26
per cent of country doctors said they did not routinely raise the matter of contracep-
tion in this context. One in four of the doctors did not raise the subject of contracep-
tion at a first gynaecological consultation or at consultations concerning venereal or
vaginal disease. Only half thought that contraception should be raised as a routine
part of history taking.

216. The situations listed in table IV.16 are all opportunities for preventive health
care. There is a good case to be made for giving contraceptive advice routinely in
order to identify those who are ignorant and at risk or likely to be at risk in the near
future. As long as sex education is not universal, routine intervention by the medical
practitioner goes some way to giving each individual access to information and
services.

217.  Another disadvantage of the GP service is that, until very recently, contracep-
tion and abortion did not feature as part of undergraduate medical training. Our sur-
vey found that of the 1150 respondents, only thirty-three had obtained certification
from a Family Planning Association, and ninety-seven had obtained a post-graduate
qualification which required work in gynaecology. Since training in contraception was
only recently made a part of gynaecology training, some of these ninety-seven doctors
may not have received any formal instruction. Altogether 885 of the 1150 doctors
thought that undergraduate training in family planning had been ‘inadequate’.
Although this situation is being remedied by the medical schools, there will be a con-
siderable time lag before the majority of general practitioners are trained in contra-
ceptive techniques.

218. The position is similar for gynaecologists. Although less widely distributed
than general practitioners, they are nevertheless geographically more widespread
than, for example, Family Planning Association clinics. However, training in contra-
ceptive techniques became a requirement for membership of the Royal College of
Obstetricians and Gynaecologists only for doctors commencing training in 1975. For
diploma candidates the date was May 1976.

219. A number of submissions complained about the manner of delivery of this ser-
vice by some doctors. These complaints recorded instances of censure, moral lectures,
outdated information about sexual matters, misinformation, unwillingness to refer
and refusal to acknowledge side effects of oral contraceptives as pharmacologically
caused.

220. For example, Yvonne Foster, president of the Upwey branch of the Humanist
Society, Victoria, claimed that when young girls seek contraceptive advice some doc-
tors are likely to lecture them and tell them to bring their mother.” This, it is said,
may result in the girl not having contraceptive protection despite her own responsible
attitude. This submission suggested that doctors are unreceptive to complaints about
the effects of the pill. We have not investigated individual complaints and would not
assert that they are representative of the profession as a whole. Nevertheless we are of
the view that where a doctor disapproves of contraception as a matter of principle,
there is an obligation to refer to other appropriate services.

121. Submission 535, Yvonne Foster; see also Submissions 775, Dr J. Lumley; 619, ALRA, NSW; C725,
confidential; 73, Jo Wainer; 210, WEL, Victoria.
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221. A further impediment to effective sevice delivery is that the general practitioner
is usually unable to provide the range of services offered elsewhere, for example by
Family Planning Association clinics. These include pathology services on the spot and
trained counselling services covering such topics as abortion, psychosexual problems
and menopause. Counselling is a skill which is not taught adequately in medical edu-
cation. The general practitioner is usually unable to devote the time to an individual
patient that doctors and other staff in clinics may be able to give.

222. Finally there is the issue of the medical role in contraception. The AMA view is
that:

Whilst training paramedical personnel can be of great assistance in conserving medical
manpower, the ultimate decision for each patient’s contraceptive needs must be made by
the physician.'”

This view is not necessarily that of all GPs. Medical considerations affect the use of a
particular method of contraception for only a minority of people and medical indi-
cations apply only to a few methods (although these are the methods most frequently
recommended by doctors). People consult general practitioners for advice but, in
most cases, the decision about the method should rest with the individual client, after
proper information and advice; the doctor’s role is to exclude those methods contra-
indicated for that person.

223. There is a continuing role for the GP and gynaecologist in the delivery of fam-
ily planning services. Improvements in medical education should help in the long run
to develop new and less authoritarian attitudes on the part of some doctors. There
remains a need for other kinds of service. Much of the provision of contraception in-
volves counselling skills and medical techniques which can be competently handled
by paramedical staff (papanicolaou smears, breast examinations, pregnancy tests,
repeat oral prescriptions and IUD insertion). Other professionals, such as district
nurses, social workers, teachers etc., all have a part to play in identifying persons in
need, in giving information, in counselling and in referring to contraceptive services.
These services can no longer be considered as the exclusive domain of the medical
practitioner.

Family Planning Associations

224. Family Planning Associations are voluntary organisations providing a major
source of contraceptive services along with private medical practitioners. There is one
Family Planning Association in each State and Territory. There is a co-ordinating
body, the Australian Federation of Family Planning Associations.

Nature and scope of services

225. Family planning clinics of the Family Planning Associations (FPAs) are the
main alternative to the general practitioner or gynaecologist for a person seeking con-
traceptive services. Many people prefer to attend a clinic. There are a number of
reasons for this:

(a) The clinic provides some anonymity to the patient who is shy about gynaeco-
logical consultations or who does not wish to discuss sexual activity with his or
her usual general practitioner.

(b) Some people attend FPA clinics because they wish to avail themselves of a
specialised service or because their general practitioner or gynaecologist
refuses to prescribe or to advise on the method of their choice.

122. Submission 1101, AMA.
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(c) Each Family Planning Association has a medical advisory board to advise on
correct medical procedures and to keep its medical personnel up to date. FPAs
hold in-service courses for medical personnel; this is a safeguard not afforded
to the patients of most general practitioners.

(d) The FPAs also offer a number of services in one location (see Annexe IV.F).
Five of the seven Family Planning Associations in Australia offer a pathology
service. Three (NSW, Vic., ACT) offer vasectomy operations and two (WA
and NT) treat VD. All conduct pregnancy tests on the spot and all but ACT
and SA treat menopausal problems.

(e) All Family Planning Associations pay considerable attention to counselling
and informing the patient; consultations are frequently lengthy; and there is
usually literature to take or buy, and contraceptive supplies to be purchased on
the spot. Adolescent and psychosexual counselling is available in nearly all
places (see Annexe IV.F).

(f) Each FPA maintains a list of agencies and individuals to whom patients may
be referred. Counselling and referral services cover a wide range of topics:
pregnancy, sexual difficulties, genetic problems, infertility, menopause, ado-
lescent sexual development and marriage guidance.

226. FPA clinics offer advantages for those commencing contraceptive use, wishing
to change their method, wishing a consultation quickly, specialist advice, or requiring
counselling or a sympathetic reception not accorded at their usual source of medical
advice. Many patients appear to return to their GP for continuing prescriptions or
check-ups.

227. There are some disadvantages of clinic services. A study in England found that
significant numbers of women considered that clinics were less accessible than GPs,
that it took longer to reach them and they were open at fewer times. Many did not
know how long a clinic visit would take or when clinics were open.'” A small survey
carried out in Sydney made similar findings.'*

Distribution of services
228. TableIV.17 shows the distribution of FPA services in 1976.

229. The entire country is catered for by a mere seventy-seven clinic locations of
which only fourteen are in country areas. Only 233 clinic sessions operate each week
in Australia, staffed by less than 400 trained doctors and nurses. To some extent this
picture is distorted, because the Department of Health in Victoria runs its own contra-
ceptive clinics at thirty-seven locations, holding fifty-three sessions per week in that
State. Inclusion of these clinics brings the total number of locations to 114, with fifteen
in country areas, holding 286 sessions per week, with 418 medical and paramedical
personnel.

230. The absence of clinics in country areas is partly due to the problems of organis-
ation for voluntary associations based in the major centres. It is difficult to recruit doc-
tors practising locally who already give contraceptive services as part of their practice.
It is also difficult to bring people into the major cities for training. Another problem is
that of local hostility, particularly on the part of medical practitioners; one submission

123. Margaret Bone, Family planning services in England and Wales (HMSO, London, 1973), p. 6.

124. Carol Hawker and Jenny Banfield, Birth control services . . . a plan for change. A study of some
women ‘at risk’ of experiencing unplanned pregnancies, in order to devise suitable methods of birth
control education and service delivery (Department of Preventive and Social Medicine, School of
Public Health and Tropical Medicine, University of Sydney, 1976).
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complained that the patients at a clinic were all from a section of the community
which ought to use private medical services rather than from a disadvantaged
grOuleS

Table IV.17 Distribution of FPA services, 1976

Number
sessions Number
Number  each week locations

Name of Number country (2-4h open Visits 1975
organisation locations locations  per session) fulltime  (lstvisit)
FPANSW 39 11 88 2 30 944
(9692)

FPA Vic. 4 3 28 1 6631
(1772)

FPA Tas. 4 . 6 .. 1365
(312)

FPA WA 7 . 21 1 6 196
(1799)

FPA Qid 7 . 35 1 8510
(2030)

FPA ACT 4 . 14 . 4649
(1202)

FPASA 8 .. 37 1 14 951
(3304)

FPANT 4 .. 4 . 916
(381)

Total 77 14 233 6 74 162
(19 230)

231. Because of the special advantages they offer, we favour the establishment of
clinic services in country areas. They should be available in a form suitable to the
people in the area; in some cases this would be as part of a more general community
health service. The most suitable service should be decided for each area in consul-
tation with community members, including those whom the clinic aims to attract, such
as the sexually active teenager, the poor, members of ethnic minorities and middle
class women who wish to seek contraceptive advice on neutral ground.

Need for expansion

232. Available information suggests that there is considerable scope for the expan-
sion of FPA services. Expansion of existing facilities has usually led to an increase in
the number of persons attending the clinics (see Annexe IV.F). Short-term advertis-
ing campaigns also bring increased rates of attendance, suggesting that large-scale
advertising would further increase the demand for these services.

233. The annual report of the Victorian FPA noted that:

. approximately 47 per cent of all new patients seen at our clinics are under 20 years of

age . . . approximately 86 per cent of all new patients are unmarried.

Each year a large number of young women become potential clients of FPAs. Many,
however, do not use the service (or any other contraceptive service). We estimate an
incidence of approximately 100 000 unwanted pregnancies each year in Australia.
Many of these occur to young single women. There is a clear need to expand clinic ser-
vices and to reach out to potential patients who are not using existing services for any
reason. This may require identification of target groups, new clinics or new kinds of
services.

125. Submission C1263, confidential.
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234. The present scattered location of clinics means that some people have to travel
some distance to attend them. Because of the emphasis on counselling and informa-
tion, delays occur. Some people would prefer to see the same doctor at each visit.
Many of these problems could be solved if further funding were available enabling
clinics to be open more often.

Funding

235. In the financial year 1975-76, Family Planning Associations received funds
from the Commonwealth government from up to five sources, and this money pro-
vided the bulk of their income (see Annexe IV.F). Although these different sources of
funding may have permitted particular projects to be funded, it leads to duplication
of time and effort spent on budgets, accounts, applications for funding and reporting
to the relevant authorities by the Associations. It would make sense for an entire pro-
gram to be funded from one source requiring one budget and one set of accounts.

236. The arrangements for the financial year 1976-77 remain complicated. In this
financial year clinic operations are funded by:

(a) A health program grant covering the bulk billing of Medibank standard cover
clients and unbillable patients (unbillable patients being those who cannot use
the private, family rate insurance cover of their husband/wife or parents for
contraceptive services).

(b) Fees for services paid by clients whose health insurance is covered by private
fund, the clients then claiming reimbursement.

(c) State assistance by means of rent subsidies and free accommodation in baby
health or other centres.

237. The education, training and research functions of the FPAs, including the
salaries of some senior administrative staff, will be funded by a direct special projects
grant from the Commonwealth Department of Health and grants from State govern-
ments. The amount allocated by the Department is the same amount expended in
1975-76, and allows no margin of increase due to inflation, nor for expansion. All
FPAs will have additional revenue from membership fees, sale of contraceptives and
fees for some education and training programs. However, since FPAs keep their fees
as low as possible in order to make their services widely available, and since fees are
waived for those in need, this source of income is not great.

238. The FPAs now have to meet the additional costs of the new Medibank system
of collecting fee for service and refunds. This involves extra staff in accounting sec-
tions to cope with payment systems and extra costs for printing new account forms
and for training personnel, many of whom work only a few hours a week in suburban
locations.

Doctors and nurse practitioners

239.  As the FPAs expand to meet a growing demand, they require more doctors.
These usually work in sessions lasting 3 to 4 hours. There is a shortage of doctors
willing to train in contraceptive techniques and work for a salary in the clinics. It is
particularly difficult to find doctors for certain areas, such as remote city suburbs and
the country areas. It is important to select doctors who have a sympathetic manner
and who are in harmony with the aims of the organisation.

240. In the more remote areas the local practitioners are usually much too busy to
give extra time to a contraceptive clinic. Although the majority of them are providing
some contraceptive services in their practices, many are untrained and some of their
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patients, particularly the young, shy and unmarried, find it difficult to consult them on
this matter. Some of these problems could be resolved if it were possible to employ
trained nurse practitioners to deliver family planning services.

241. This practice is already established in the USA where nearly all the affiliate
organisations of the Planned Parenthood Federation employ nurse practitioners to
carry out a wide range of tasks, including physical examinations, pap smears, fitting
diaphragms and providing oral contraceptives. About half permit nurse practitioners
to insert IUDs and more allow removal. In most cases medical supervision is provided
by a doctor on the premises and by written instructions. In a few cases the doctor is
available on call or by phone.'*

242.  Family planning nurse practitioners (FPNPs) are employed in other clinics be-
sides the PPF affiliate clinics and this new nursing position 1s receiving recognition in
America.
The new program guidelines developed by DHEW by a task force of health professionals,
to be issued in the fall of 1975, establish the category of family planning or obstetrical-
gynaecological nurse practitioners and midwives who, with formal training, may function
in a family planning project under the supervision of a physician.'”

The range of tasks is very broad and includes prescribing contraception, fitting dia-
phragms and inserting [lUDs.'®

243. Family planning nurse practitioners have so far been used to a limited extent in
Australia. They have great potential for relieving the shortage of medical personnel
and reducing the cost of the service. Their introduction has been impeded because of
insurance problems, lack of support of most of the medical profession and inadequate
finance. In the NSW FPA, six nurse practitioners have received a training approved
by the Association’s medical advisory board to perform the following tasks: pap
smears, bimanual pelvic examinations, breast examinations, vaginal swabs, repeat
oral contraceptive prescriptions and diaphragm fitting. These nurses are under stand-
ing orders and there is always a doctor on the premises.'”

244, Some support exists for the use of FPNPs in Australia, however. Professor
Rodney Shearman said in evidence to us:

A woman who is returning for a repeat prescription inevitably has to have this written by a
doctor even, under present circumstances, where she has been checked appropriately by a
medical graduate. It would be much smpler and much cheaper to have the reissue of it,
still on prescription, given by a trained nurse'*

In his view IUDs could also be inserted by a properly trained nurse, as in the United
States.

245. We consider that nurse practitioners should be given a greater and expanding
role in the delivery of all kinds of contraceptive services, under the supervision of a
doctor. Greater autonomy may be possible later on in respect of certain services. One

126. M. Manisoff & L. W. Davis, ‘Family planning nurse practitioners in the United States’, Family Plan-
ning Perspectives 7,4 (1975), pp. 154-5.

127. US Dept Health, Education & Welfare, Program guidelines for project grants for family planning,
under section 1001 Public Health Service Act, 1975 (mimeo); E. Peterson, Associate Bureau Director
for Family Planning, Bureau of Community Health Services, DHEW, 1975 (personal communi-
cation with authors of the article).

128. Nurses Association of the American College of Obstetricians and Gynaecologists, Obstetric,
gynaecologic and neonatal nursing functions and standards (Chicago, 1974).

129. Evidence, pp. 3069-70, J. McLean; see also Meg Flynn, The family planning nurse practitioner:
suggested guidelines for role expansion and utilisation (presented to NSW College of Nursing, April
1977).

130. Evidence, pp. 3085-6, Prof. Rodney Shearman; see also Submission 73, Jo Wainer.

67



obstacle at present is the difficulty in arranging medical insurance for persons other
than medical practitioners. Nurses do not usually have personal cover and most State
nursing associations do not cover members for professional indemnity."! FPAs are
not in a position to provide indemnity; employees of hospitals or Health Commissions
would in general be covered. The concept of family planning nurse practitioners
should be supported, and grants made to assist in their training. Nurse practitioners
should be employed by Health Departments in community health services, hospital
clinics and VD clinics. Proper insurance cover should be arranged.

Other problems '
246. In extending their services, FPAs meet certain difficulties co-ordinating geo-
graphically widespread clinic sessions. Insufficient funds are available to establish
regional operation. There has also been some local opposition to the use of
outpatients departments or community health centres for family planning clinics.
Funding is also not adequate for community education and professional training,
which are essential to effective services. Legal restrictions inhibiting service delivery
are considered in the section on law and contraception.

247. These problems require government intervention for their solution. Assuming,
as we do, that there is a continuing and growing need for clinic contraceptive services,
a policy decision needs to be made as to how they are to be administered.

Womens community health centres

248. InOctober 1976 there were six womens community health centres in Australia
funded by the Commonwealth Department of Health. They provide a diversity of ser-
vices including contraceptive advice and associated services. No fees are charged.

249. There are three womens health centres in New South Wales, the Leichhardt
and Liverpool Community Womens Health Centres in Sydney, and the Mayfield
Working Womens Centre in Newcastle. The other centres are in Darwin, Adelaide
and Perth. Doctors are employed either full time or on a sessional basis. There have
been some difficulties in finding salaried doctors and in establishing satisfactory
working relationships between doctors and other staff. Each centre has a full-time, or
almost full-time, nurse, who can undertake a number of contraceptive and related
tasks, such as vaginal swabs, blood pressure, pap smears, breast examinations and
contraceptive advice. Many other services are available.

250. The purpose in setting up these centres was to provide alternative health care
for women not wishing to consult a general practitioner, and also to investigate those
womens health problems which have attracted little attention from research institutes.
The public response to the first centre in Leichhardt was a flood of patients, which
may be an indication of the level of dissatisfaction with other forms of health care.

251. A submission from a voluntary welfare worker commented favourably on the
atmosphere and on the wide variety of services offered. She mentioned that many
women do not understand their own bodies and are afraid to discuss matters relating
to sex with their doctors."> Attendance at Leichhardt and the other centres has settled
at lower rates. There is now less emphasis on primary medical care and more
emphasis on counselling and education.

252. Womens health centres were criticised at one stage for providing abortions.
When we inquired, in October 1976, none of the womens health centres were per-
forming terminations of pregnancies.

131. Chairman’s Nursing Consultative Committee, report, The role extension of the registered nurse
(NSW Health Commission, June 1976), p. 24.
132. Submission 821, Mrs B. M. Harding.
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253.  Another criticism concerned the question of medical standards and efficiency
and the delegation of tasks to non-medical personnel. An editorial in the Medical
Journal of Australia expressed the point:
. . . the dangers inherent in such an organisation should be appreciated. The lack of con-
trol over training of personnel and the absence of a medical audit open the way for slip-
ping of standards even if the staff have the best will in the world."”
In their view safeguards would have to be set up if the centres were to become more
numerous. While it was accepted that the high motivation of existing staff was some
safeguard, this might not continue if staff changed.

254. The Leichhardt Community Womens Health Centre replied that training was
provided ‘on the job’ by the sharing of skills and that doctors were responsible to
check that procedures were carried out correctly.'*

255. Itis a public concern that safeguards should exist to ensure that the practice of
medicine maintains proper standards. This should, of course, be seen in perspective.
Family Planning Associations have medical advisory boards, some have medical
superintendents. On the other hand, Dr Lionel Wilson, vice-president of the Aus-
tralian Medical Association, recently noted an absence of a proper system of review of
medical standards in hospitals.”” There is also no audit on the activities of the general
practitioner except the possibility of prosecution or discipline by the licensing auth-
ority for malpractice.

256. Many doctors delegate tasks to paramedical personnel and it is this system
which operates in womens health centres. The doctor remains responsible for the
scrutiny of medical tasks carried out by these personnel. One difference is that in
womens health centres the doctor is also subject to scrutiny by all the members of the
team. -

257. We consider that the views of the non-medical and paramedical members of
the health team can play an important part in any review system of medical practice.
At present, however, the doctors at womens community health centres function with-
out the benefit of the peer review system, i.e. review by other members of the medical
profession. We consider that clinics funded by governments should demonstrate, by
the establishment of a medical advisory board or similar body, that medical practice
at their establishment is adequately reviewed by other doctors as well as by members
of the health team at the centre, and that this should be a condition of funding. Sub-
ject to this, we believe that there is a continuing need for womens community health
centres as specialist centres providing primary medical care, counselling and edu-
cation, and undertaking research.

Community health centres

258. Community health centres throughout Australia are funded by both Common-
wealth and State Departments of Health and charge no fees. The services offered by
these health centres are diverse. Many do not offer primary medical services, although
some rent part of their premises to Family Planning Associations for use as clinics.

259. In October 1976, a total of ninety-seven community health centres were offer-
ing primary medical services with the doctor as a salaried member of staff, or working
on a fee-for-service basis or leasing one of the rooms at the centre. These centres are,
however, unevenly distributed between the States and Territories.

133. Editorial, MJA42, 18 (1975).

134, Correspondence, MJA 1,4 (1976); another supporting letter from Margo Moore appeared in MJA4 1,
3(1976).

135. L. Wilson MD, Peer review (paper delivered to the Australian Hospitals Association, National
Medibank Seminar, Canberra, 10 August 1976. Available from the AMA, Glebe, NSW).
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Number of community health centres
offering primary medical care: by State and

Territory*

NSwW 8
Vic. 38
Qld 1
SA 13
WA 11
Tas. 10
ACT 7
NT 9
Total 97

* Excludes health centres for specific ailments,
e.g. alcoholism, respiratory diseases and child
health centres.

260. Community health centres which offer primary medical services are another
source of contraceptive service. Although the service is not specialised, there are some
supportive services available at the same location. These may be social worker ser-
vices, psychiatrists, psychologists, marriage guidance and others.

261. If the community health centres were developed comprehensively they could
provide better contraceptive services. They could also employ family planning nurse
practitioners to provide contraceptive services to a greater number of people. We be-
lieve that their role should be expanded in this way.

Natural Family Planning centres

262. There are 129 Natural Family Planning centres in Australia, compared with
seventy-seven FPA clinics. The distribution is:

NSW 35
Vic. 65
Tas. 3
WA 6
Qld 12
ACT 1
SA 5
NT 2

These centres saw some 12 000-15 000 clients during 1975, compared with 24 769
new patients and a total of 74 162 consultations at FPA clinics in the same year. Fifty-
eight paid workers were employed in 1976 and over 500 volunteer workers. In ad-
dition twenty-five persons, fourteen of whom are in NSW, are named as ‘contacts’ in
the Directory of Natural Family Planning. The contact may provide information
about where instruction is available or, if the contact is a medical practitioner, may
provide instruction.

263. Natural Family Planning centres provide instruction in the periodic abstinence
methods and in combinations of them.
Couples are instructed by women teachers, couples or doctors at either private interviews
or small group instruction sessions. An essential element of the program is the follow-up
interviews with each couple until they are competent and confident of their understanding
and application of the particular natural family planning method chosen.”

136. Australian Council of Natural Family Planning, Directory of Natural Family Planning (1976) ob-
tainable from the Catholic Family Life Program, 245 Broadway, NSW, 2007.
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Much of the teaching is done by non-medical and paramedical personnel who have
been trained for this work. Consultations do not qualify for a Medibank refund.

264. In 1975-76 the Catholic Social Welfare Commission was allocated $125 000
by the government, on the recommendation of the Health Department, for the main-
tenance and expansion of services providing instruction in the periodic abstinence
methods of contraception. Because of the present association between Natural Fam-
ily Planning centres and practice of the Catholic religion, the knowledge that is avail-
able at these centres about fecundability and female cycles is not easily accessible to
all women. Although some instruction in these methods is available at the FPAs,
these associations at present tend to refer clients to the Natural Family Planning
centres.

265. Although we do not believe that the ovulation method should be promoted to
replace more effective means of contraception, there would be some advantages in
providing information and instruction in the method in conjunction with other contra-
ceptive services. It would enable people learning the method to have access to other
methods; it could teach couples who want to achieve pregnancy to estimate fecunda-
ble days; and it could provide women with an opportunity to learn about their bodies.
Some of our submissions supported the inclusion of the ovulation and similar
methods in all family planning clinics.”’

266. We agree with these submissions and believe that the family planning services
offered by FPAs and the Catholic Social Welfare Commission should be integrated to
avoid unnecessary duplication of administrative training structures. This could be
achieved within the framework of a community health service. As a first step Family
Planning Associations should receive additional funding to establish instruction ses-
sions in female cycles and in the periodic abstinence methods.

Hospital services
Outpatient clinics

267. Hospital outpatient services were alternative sources of contraceptive services
until the introduction of Medibank. Some hospitals had run their own family plan-
ning clinics. We were unable to ascertain the present number of outpatient clinics.

268. The Royal College of Obstetricians and Gynaecologists (RCOG) maintains a
list of teaching hospitals which have family planning clinics approved by the College
for training purposes, for membership of the College or for the College’s diploma
examination. There are twelve such hospitals in NSW, nine in Victoria, four in
Queensland, four in SA, four in Tasmania, one in WA and one in the Northern Terri-
tory. These clinics provide training for doctors and have also conducted research in
family planning.

269. With the exception of Alice Springs Hospital, all the hospitals are located in
capital cities or in large urban areas such as Wollongong and Newcastle. People in
country areas are obviously disadvantaged in access to outpatient clinics. We have no
information about these clinics.

270. Although other hospitals may have family planning clinics, none of them see
enough patients to warrant recognition by the Royal College.

271. A submission by Dr Dorothy Nolan set out some of the difficulties involved in
setting up a family planning clinic in a hospital."** She pointed out that in some cases

137. Submissions 180, Australian Council of Catholic Women; 179, St Patricks Parish Council.
138. Submission 81, Dr Dorothy Nolan.
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the clinics were established to meet the needs of the RCOG. While commending the
College for taking the initiative to help obstetricians and gynaecologists to see fertility
control as part of their work, she criticised the way in which the clinics were set up. In
some cases key hospital personnel were not involved in planning and there was no
clear policy about the role of family planning in preventive medicine. Moralistic, even
obstructive or negative, attitudes on the part of some staff were also mentioned as well
as the lack of staff and of adequate publicity. She made various proposals to overcome
these problems and to involve the hospital in planning for the clinic as a teaching unit
and also as a service delivery unit geared to the needs of patients. In her view hospi-
tals should accept family planning services as an integrated part of the work.

272. In general we agree with these suggestions. Hospitals providing obstetric and
gynaecological services should, in our view, include the full range of fertility control
services as part of their responsibility to their patients. Contraceptive clinics should be
given the status and attention of other outpatient clinics.

Maternity and abortion patients

273. Ttis generally agreed that women who have just delivered a child should avoid
another pregnancy for approximately 2 years, for the sake of their health and
recovery after pregnancy, and also because of the strain that closely spaced pregnan-
cies may place on relationships.
The shorter the birth interval, the greater the risk of mortality for both mother and child.
In fact, even good nutrition and medical care, optimal childbearing age and low parity
cannot compensate for the health hazards of pregnancies spaced less than 2 years
apart . . . Short birth intervals are associated with increased incidence of severe anaemia
and complications resulting from pregnancy and childbirth. Also, short birth intervals are
associated with an increased incidence of premature births and perinatal mortality.'*

Other submissions stressed the need of contraceptive counselling for post-partum
; . { acep g lor post-partu
patients. Dr Nolan saw it as the single most important means of imparting family
planning knowledge to patients in hospital.'

274. Another group of hospital patients who need special consideration in contra-
ceptive services are those women who have just had an abortion. Here the need is not
only to preserve health but also to prevent a further unwanted pregnancy.

275. As part of our survey of hospital procedures in abortion cases we asked forty-
four large public hospitals about their policies.”! The medical superintendent of each
hospital was asked whether it was the policy of the hospital to offer contraceptive
advice to abortion and maternity patients, or whether this matter was left to the
individual doctor. Fourteen hospitals replied that it was hospital policy to offer these
patients contraceptive advice before they were discharged, thirty-one said it was up to
the doctor in the case of abortion patients, twenty-three in the case of maternity
patients. The remaining hospitals did not answer the question; some of them did not
have a maternity section.

276. Speaking of abortion patients, thirty-one hospitals stated that patients ‘usually’
received contraceptive advice before discharge, nine stated that this information was
given only ‘on request’ and two stated that contraceptive information was not given at
the hospital. The figures for maternity patients were twenty-three, nine and two
respectively. The main source of contraceptive advice at hospitals for both kinds of

139. Population Information Program, George Washington University, ‘Effects of childbearing on ma-
ternal health’, Population Reports, Series J, no. 8 (1975), p. 126.

140. Submission 81, Dr D. Nolan; see also Submission 126, Nursing Mothers Association of Australia.

141. Commission research report, no. 3; the survey has not been written up.
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patients was either a staff doctor or a visiting medical officer. In two hospitals social
workers were the main source of information for abortion patients prior to the oper-
ation, and two used nurses to impart this information after the operation. Nurses were
also used by two hospitals for instructing maternity patients.

277. With regard to abortion patients, thirty-five of the forty-four hospitals stated
that all methods of contraception were available for their patients; however, five
excluded the periodic abstinence methods, one excluded sterilisation and one
excluded both of these. The results were similar for maternity patients. This survey
covered only the larger hospitals; we have no information about the policies of
smaller hospitals.

278. The survey indicated that, with a few exceptions, whether or not a patient re-
ceives contraceptive advice is dependent on the doctor. This could mean that patients
are not fully counselled about every method, either because their doctor is busy or
does not prescribe some methods. Hospitals could use nurses or social workers to pro-
vide counselling as part of the hospital routine of after-care for abortion and mater-
nity patients. They could also employ their own or FPA contraceptive educators and
"possibly achieve further economies by group sessions.

279. A Poverty Commission survey found that less than half the women delivered at
the Queen Victoria Hospital attended the family planning clinic for post-natal con-
traceptive advice, despite the fact that information was given in several languages
and an appointment offered.'”

280. We consider that it is the responsibility of the hospital as part of its service to
maternity patients to ensure that advice is offered about contraception, and also ser-
vices and supplies. Public hospitals should offer instruction in contraception to all
post-partum and post-operative patients, thereby making the most of the hospital
stay. Where the hospital has no staff trained to provide this service they should spon-
sor training or arrange for visiting nurses, e.g. from the FPAs, to provide the service.

‘Contraceptive services run by State Health Departments

281. Victoria is the only State in Australia to make contraceptive services available
through its own family planning clinics. The Department runs clinics in thirty-seven
locations, most of them infant and child welfare centres. Of these, one is in a country
area. At these locations the Department runs fifty-three clinic sessions each week;
none of the clinics is open full time.

282. The Department employs twenty-two doctors and twenty-four nurses to staff
these clinics. These staff are trained by the FPA Victoria and in two Melbourne hospi-
tals. There are no paid support staff for information, education, counselling or train-
ing functions. In Victoria the main educational function is carried out by the FPA and
the Department makes little direct provision for this. Department clinics are adver-
tised by notices and literature at the infant welfare centres, advertisements in local
newspapers and referral from post-natal clinics, social workers, doctors and nurses,
particularly those employed in the infant welfare centres.

283. Compared with the seven FPA clinics which hold twenty-eight sessions per
.week in Victoria, the Department’s clinics see fewer patients per session.

284, FPA and Health Department clinic locations in Victoria catered for only
15 238 consultations in 1975. This compares with 30 944 consultations handled by
FPA NSW clinics in 1975. The direct cost to the Victorian Health Department for

vl42. Reported in Social/ medical aspects of poverty in Australia, p. 146.
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each visit in the financial year 1974-75 was $8.49 compared with $5.47 at FPA Vic-
toria and $6.27 at FPA NSW. The lower attendance figures for Victoria seem to mean
that the publicity for the services in Victoria has been less effective. Bolder advertising
of the presence of the clinics in Victoria is, in our view, needed. Infant and child wel-
fare centre staff could be trained in a more positive approach. A central appointment
system, such as is operated by the FPA NSW, may also improve attendance. It would
be ideal if the FPA Victoria and the Health Department could co-operate in the run-
ning of the central appointment service.

TableIV.18 Number of visits and number of new patients

Visits New patients

1975 1974 1973 1975 1974 1973

Health Department clinics 9607 6586 4571 2991 1886 1272
FPA Victoria clinics 6631 4128 2142 2926 1772 780
Total 15238 10714 6713 5917 3658 2052

Source: Victorian Department of Health and FPA Victoria.

285. The situation in Victoria shows that it is not sufficient to open clinics and place
trained staff in them if most people do not know they are there. Clinic services pro-
vided by a Health Department should be of a standard equal to FPA services. There
should be easy access, motivated staff and promotion via advertising, listing in phone
books etc. Infant welfare centres are not staffed full time; their staff are not necessarily
interested in the contraceptive services provided; and it may be difficult to get an
appointment.

Other sources of contraceptive services

The pharmacist

286. Pharmacists supply condoms, spermicidal creams, foams and jellies and
diaphragms without prescription and they dispense oral contraceptives on doctors’
prescriptions. Logistically they are well placed to provide other contraceptive ser-
vices, particularly pregnancy testing and advice and referral to agencies.

287. The report of the Select Committee of the Legislative Council of the Parlia-
ment of Tasmania on Therapeutic Goods, Health Foods and Cosmetics states:

It was drawn to our attention that many chemists, because of personal convictions, refuse
to stock non-prescribable contraceptives. This can cause a great deal of embarrassment to
persons seeking to purchase these articles. It seems less than reasonable that a chemist who
does supply them should not be able to indicate their availability by means of a discreet
window sign . . . [A] patient was informed that the two chemists whose business prem-
ises were nearest the clinic did not sell non-prescribable contraceptives. She visited in turn
four other chemists before the fourth supplied the required items.'*

288. The Fertility Control Clinic, Melbourne, submitted that there were areas with-
out access to contraception because of the personal attitudes of pharmacists, who
have a monopoly on distribution.' It was proposed that it should be compulsory for
chemists to stock prescription contraceptives and to fulfil prescriptions and that,
where local doctors and chemists opposed contraception, FPAs and governments
should establish clinics. We would not accept compulsion in this matter.

143, Submitted to the Commission by the FPA Tasmania, Submission 905, St Patricia Hewitt.
144. Submission 73, Jo Wainer.
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289. A recent survey commissioned by the Australian branch of the IFFPA and the
Pharmacy Guild of Australia assessed Australian pharmacists’ attitudes to adopting
the role of family planning advisers." The survey found that the pharmacist in larger
pharmacies tends to regard more highly the importance of providing family planning
advice and is more prepared to provide a space for a family planning booth (40 per
cent of total). A total of twenty-two interviews were conducted mostly in capital cities
and a few in the country. Three-quarters were prepared to do a course to update their
knowledge. Most were prepared to provide guidance free of charge. Half thought it
was acceptable to display contraception. Although others feared public reaction there
was little evidence that this had occurred.

290. There is other support for the pharmacist to play a more significant role in con-
traceptive services as part of a co-ordinated program.’ The survey suggests that this
could be a useful development. Pharmacist education should include segments on
contraception, and refresher courses should be organised by the Pharmacy Guild and
the FPAs. Pharmacists should be encouraged to display contraceptive items, or a sign
indicating that these are available in the shop. Pharmacists who do not supply contra-
ceptives could display a notice to that effect. The laws regarding the advertising and
display of contraceptive items may need amendment.

Community health nurses and community health workers

291. The 1970s have seen the development of a network of community health
nurses and community health workers. Some of these are attached to community
health centres, some to Aboriginal health programs and others to rural health ser-
vices, remote area health services etc. The tasks of these nurses and workers varies
with the position they hold. In general, those working in country areas have more re-
sponsibility for minor medical procedures, and undertake more of the doctors’ work
than do nurses in urban areas. Training for community health nurses and workers is
varied and sometimes includes training in contraception. The Qld, NSW, SA, WA,
NT and ACT FPAs all train community health nurses. Very few are trained in
Tasmania.

292. We consider that contraceptive services should be an integral part of the pre-
ventive health service which these nurses and health workers supply. Both kinds of
personnel should be trained to provide information and referrals. More community
health nurses are needed to take over a wide range of medical tasks in family plan-
ning in remote areas. Legal and other obstacles to the extension of their functions and
their ability to act in the absence of a doctor should be progressively removed. A re-
cent research report proposed that community nurses should be trained to find and
use opinion leaders in the general community and institutions in their areas and that
they should have more time for preventive work.'’

293. The question is sometimes raised whether people attending community health
services should be offered contraceptive advice. It is suggested that this might cause
embarrassment. On the other hand some people are too shy to ask directly, even
though they want help and have no other point of contact. Offering to provide a
service should not be considered offensive, provided that the matter is not pressed.
Unless the service is offered, some people who want contraception will be denied the
service because they are too embarrassed to ask.

145. Survey conducted by Foresearch (unpublished, December 1976); see also M. J. Rumel, L. Reich, L.
C. Stringfellor and R. J. Pion, ‘The pharmacist’s neglected role’, Family Planning Perspectives 3, 4
(1971).

146. Address given by G. M. Oscar (Monash seminar, July 1976); Evidence, pp. 3069, 3072, J. McLean.

147. Carot Hawker, Family planning education and services . . . anevaluation of pilot projects (Dept of
Preventive and Social Medicine, Uni. of Sydney, 1977), p. ix.
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294. We consider that training in contraception should be provided for and required
as a condition of funding for community health nurses and community health
workers.

Aboriginal health and medical services

295. Methods of family size limitation are not unknown to Aboriginal culture,
though modern methods of contraception are unfamiliar. There is a fear among some
Aboriginal people that modern contraceptives, and particularly sterilisation oper-
ations, are being used to reduce the Aboriginal population. Some see it as genocide.
The infant mortality rate of Aboriginal babies is very high due mainly to poor living
conditions.

296. Itneeds to be emphasised that contraception is a way that individuals can plan
the timing of the arrival of children. Decisions about such control should be the re-
sponsibility of each individual or couple rather than that of the doctor or nurse, whose
function is to advise and to exclude methods not suitable for medical reasons. The
Poverty Commission reported that urban Aboriginals in Queensland have an average
family size of six-seven compared with the 2.5 average for Australians.'®

297. Some of the problems of providing health and contraceptive services to Abor-
iginal people in the Northern Territory were described to us in evidence.'* Because of
the fear and embarrassment surrounding contraception, this service is sometimes best
delivered by Aboriginal personnel, or through an Aboriginal health service. Each
State has an Aboriginal Health Program funded by the Department of Aboriginal
Affairs. These programs are staffed by community health nurses and visiting medical
officers, who are frequently a source of contraceptive advice. The distribution of these
personnel by State is:

Community Community
health nurses health workers

Vic 2 14
SA 29 50
NSW 28 42
Qld 59 57
WA 145 148

There are also eight separately funded Aboriginal Medical Services in Australia,
three in Victoria, one in Western Australia, one in Alice Springs, two in Queensland
and one in New South Wales. These medical services provide clinic services and also
travelling health teams, and in both cases contraceptive services are available.

298. Contraception is an important part of preventive care for womens health. Since
the Aboriginal population suffers more serious health problems than the rest of the
population, the provision of contraception is essential. It is also important that it be
presented to Aboriginal people in a manner which is acceptable to them. There is
gradual training of Aboriginal health workers chosen from and by the Aboriginal
community. We support such programs to train and employ community health nurses
and social workers for each Aboriginal community and in this regard we endorse the
recommendation of the Commission of Inquiry into Poverty:

148. Social/ medical aspects of poverty in Australia, p. 136.
149. Evidence, pp. 2074 ff, S. Wilson.
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Special provision should be made for Aboriginal groups to establish their own family
planning services in conjunction with general health services. Appropriate resources
should be made available to them to enable development of these services along the lines
they desire and initiate."’

Remote areas and the Royal Flying Doctor Service

299. People living in remote parts of Australia are not well provided with contra-
ceptive services. Between May and August 1975 three womens health advisers
worked with the Royal Flying Doctor Services in Mt Isa, Broken Hill and Kalgoorlie
on a pilot project. The aim of the project was to:
. . . provide information on family planning and problems relating to womens health;
increase the level of awareness and expertise amongst the community health and welfare
personnel; and to report on the needs of country women and the ways in which these needs
could be met.

A Health Department report on the project states that many people had no access to
expert advice or information but relied on magazines and word of mouth. Neither
parents nor teachers had adequate information. Communications on the radio and by
party line were not private. Transport was poor and clinics often overcrowded. Doc-
tors were often felt to be too busy or reluctant to spend time on personal problems. All
these problems were greatest for poorer families and Aboriginals.

300. Mobile clinics were suggested by women interviewed, and domiciliary services
for people with large families. There was a need for a full-time health educator for
Aboriginal women in Queensland. In some remote places there were no pharmacies
and supplies had to be sent for. There was little privacy for single people.

301. The report suggested that greater use be made of health educators, including
community nurses. They should receive special training and make regular visits to
each location. Other nurses should also take on some contraceptive service functions.
Doctors should adopt more positive roles in working with health educators and
attend revision courses through the Family Medicine Program.

302. The report does not advise direct action by the Commonwealth government.

In each State, action would be necessary through the Family Planning Association, the

Royal Flying Doctor Service and the State Health Department. The initiatives might best

come from the Family Planning Association.
We have already referred to the difficulties encountered by voluntary agencies in
expanding services outside the main centres. Substantial financial support would be
needed and an additional administrative burden would be imposed. In our view the
initiatives should not be left to voluntary agencies. The Commonwealth government
should accept responsibility for the health needs of country women, and should take
the initiative to provide contraceptive services in country areas through the com-
munity health program, community health educators and the Royal Flying Doctor
Service.

Domiciliary workers and mobile clinics

303. Most contraceptive services in Australia operate from fixed locations. Domicili-
ary workers and mobile clinics, however, move the service to where potential clients
are. Domiciliary workers are trained FPA nurses who visit people in their homes. Cli-
ents of this service are mainly referred by welfare agencies whose co-operation is
essential. The service is mainly educative, but the domiciliary worker may accompany
a woman to the clinic to help her to become accustomed to using the clinic regularly.

150. Social/medical aspects of poverty in Australia, p. 156.
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In the UK, this scheme has also involved home visits by a doctor where the person
cannot be persuaded to attend the clinic.

304. Ideally, a domiciliary service in Australia should be prepared to include home
visits (covered by Medibank) by a doctor or a nurse practitioner. The program is an
expensive one in terms of the number of clients seen and the number of visits required
to each client. However there are some people who must be visited if their need for
contraception is to be realised. Such people may be physically or mentally burdened
by poverty, too many pregnancies and children, by their own illness or handicap or
that of a member of the family or by violence or alcohol. Some may have difficulty
coping with everyday affairs, others may for various reasons be confined to the house.
For the physically handicapped a domiciliary service may be the only possibility of
receiving contraceptive services. Such services may also be a way of assisting people
who are in institutions for the physically or mentally handicapped.

305. The South Australian FPA is the only FPA which at present provides a domi-
ciliary service. It employs three domiciliary workers, one of whom works with Abor-
iginals. A report by the SA FPA to the Brisbane womens health conference noted that
in the first year of operation, the service assisted 302 women who already had
between them 478 children. Two hundred and ten of these women were unmarried
although some were in stable de facto relationships.

Home visits totalling 1020 were made in the first month while there were 2027 in the
second; 712 visits involved transporting the client to a clinic or hospital.'!

Their submission argued for an expansion of domiciliary services.'” Nurses visit to
discuss services and they can arrange transport to the clinic. There is some follow-up.
The service is seen to help lower socio-economic groups.

306. Domiciliary work should be a part of community health services with home
visits made by nurses or health workers. Unfortunately, many do not regard contra-
ceptive services as an important part of their work. Special training and experience
are needed to overcome embarrassment. Nevertheless we see this service as part of
the general health services which should be available to the community. Funding
should be made available for each State FPA to employ at least one domiciliary
worker, selected and trained for the position.

307. The South Australian FPA runs a mobile unit. It is an information service that
has been located in shopping centres and at community events such as carnivals.
While not a medical service the unit is staffed by trained educators from the Associ-
ation. One of the drawbacks of such units is that they suffer from the same lack of
privacy as country clinics. If the unit is clearly identified as a contraceptive service,
some people are embarrassed to be seen approaching it. If it is not clearly identified, it
cannot expect to attract many clients.

308. Mobile units may, however, have a use as information services. All resource
centres and community information centres should carry information about contra-
ceptive services and this should be reinforced by advertising campaigns. Mobile
clinics could be used in certain special situations, e.g. to visit factories and other places
of employment, or institutions in remote areas and to reach particular groups of
people such as Aboriginals. We consider that there is a case for setting up a mobile
service as a pilot project to demonstrate need and to find the best way of using such
clinics.

151. R. Boncant, Domiciliary family planning service (paper presented at IWY conference, ‘Womens

health in a changing society’, Brisbane, August 1975).
152. Submission 148, FPA SA.
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Student health services

309. Student health services are now attached to most tertiary institutions and pro-
vide students with free health care. Until recently some student health services would
not provide contraceptive services. We did not undertake a review of these services,
but we believe that most student health services now provide contraceptive services.
On at least one campus a separate contraceptive clinic has been set up by an FPA.

310. A research project undertaken for the Commission surveyed the sexual knowl-
edge, attitudes and practices of a group of male attenders at the Student Health Ser-
vice, University of Melbourne. The results of the survey support the view that sexually
active students should, without prejudice, have access to contraceptive services within
the student health service. Medical personnel working in student health centres
should receive training in sexuality, contraception and sexually transmitted
diseases.'”

Occupational health services

311. We were unable to examine in detail the present system of contraceptive
services provided by medical practitioners employed in private companies, and by
occupational health nurses. Discussions with a small number of such medical prac-
titioners, however, suggested that contraception is not viewed as an important part of
occupational health work nor is the workplace seen as a location for preventive health
education. We consider that an opportunity is being missed here for important pre-
ventive work.

312. We wish to draw attention to the pioneering work in this field being done by Dr
Margaret Raphael, a medical practitioner. She visits some thirty-four work establish-
ments in NSW each year providing an annual health check service for female
employees. In a letter to the Commission, Dr Raphael noted:

Work establishments I have visited are: retail 9; light industry 7; food/soap manufacture
5; pharmaceutical 4; office 3; travel-transport 3; textile 1; atomic energy I; cigarette
manufacture 1; printing 1; newspaper-magazine 1; and paint 1.

Over the past 5 years the average number of women examined per annum would be
16 000, 60 per cent of whom would have been checked by me in a previous year, 10 per
cent would have had a prior reasonably comprehensive check and 30 per cent no previous
check whatever.'*

Dr Raphael estimated that about a third of the women checked asked for contracep-
tive advice, mainly about the continuation of methods but also with regard to
sterilisation procedures.

313. More occupational health nurses are now being trained. We believe the
workplace should now be viewed as a location of health care. We agree with the
Poverty Commission that contraceptive services should be made available where
health workers are employed. This may be one way of reaching migrant women.'* A
recent survey found evidence of a demand for occupational health services, particu-
larly in regard to sexuality and menopausal counselling and as an advisory or referral
service.' The report proposed that there should be a course for occupational health
nurses which included marriage guidance and family planning, including sexuality
and menopause, and that an FPA nurse practitioner should spend six sessions with an
occupational health nurse in a factory after training.

153. Beighton & Cole, Commission research report, no. 5.

154. Commission correspondence, file 75/1935.

155.  Social/ medical aspects of poverty in Australia, p. 156; see also Evidence, p. 1126, Dr S. Seidlecky.
156. Hawker, 1977, pp. viii-ix.
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VD clinics and abortion clinics

314. Contraceptive services are available in conjunction with VD and abortion
clinic services. Abortion clinics should ensure that women having abortions are pro-
vided with information about contraception and that they are encouraged to leave the
clinic with some form of contraceptive protection. We think that VD clinics should
make similar efforts. _ '

Policy goals for contraceptive services

315. In our survey of existing contraceptive services we have made general recom-
mendations for further funding and expansion of services at various points where it
was felt that the demand for services was not being met adequately. We recognise
that there are some groups who need special services to cater for their particular
needs. There is also a general need to expand contraceptive services to reach out to
those who are not using existing facilities. This need is evidenced by the number of
abortions carried out in Australia each year, and is supported by evidence about the
number of large families and of families of unmarried mothers living in poverty, as
well as by estimates of unwanted pregnancies. ‘

316. Traditionally most contraceptive services in Australia have been provided by
private practitioners and voluntary agencies with governments providing some
funding; exceptions to this pattern have been public hospital clinics, and State
Department-run clinics in Victoria. More recently the government has initiated com-
munity health programs providing some clinic services. '

317. The policy adopted by the government in 1973 was:

. . . that all persons should have ready access to family planning advice so that they may
achieve the number and spacing of children they desire. The broad objective of this policy
is the improvement of the quality of life for both parents and children and the achievement
of equality of opportunity for all children.'’ i

The policy was to be achieved in a number of ways including the funding of voluntary
organisations and the establishment of specific family planning facilities where nor-
mal methods of access were not available. ;

318. The current policy of the government is to ‘provide more effective dissemi-
nation of information to men and women’. The government is seeking to involve the
State governments in planning and carrying out family planning programs in each
State. Its own role would then be:

(a) co-ordination of family planning programs at national level to avoid uneven
progress or duplication;

(b) responsibility for research and education;
(¢) support for national and international organisations.

319. Although in the past governments may have been reticent in this area for fear
of offending certain groups, there was no evidence among our submissions of any op-
position to contraception. Although some groups and individuals favoured certain
methods of contraception over other methods, the need for contraceptive information
and services to be readily accessible was rarely disputed.”** Some submissions expres-
sed the view that young people should not have access to services on the grounds that
this would encourage teenage sexual activity. We believe, however, that such activity
already occurs and will continue to occur with or without the provision of contracep-
tive services.

157. Cabinet decision, 13 February 1973; Evidence, p. 1116, DrS. Seidlecky; Exhibit 67.
158. Submission 211, Knights of the Southern Cross.
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320. The case for a comprehensive governmental policy on contraceptive services,
including the allocation of resources, is threefold: as a benefit for the health and wel-
fare of individuals and families; as a potential for savings in other areas of govern-
ment expenditure; and as an insurance for equal access by all people.

321. The health and welfare benefits to individuals and families include the
following:
(a) choice of the number and spacing of children;
(b) better health for women who are relieved of the burden of too many children;
(c) improved health and welfare for poor families by limiting the number of
children;
(d) benefits to men and women who are able to avoid unwanted pregnancies;
(e) reduction in the number of unwanted pregnancies and of abortions.

322. In addition to these quality of life issues, there are financial arguments to sup-
port an active government role in contraception. The costs of preventing unwanted
pregnancies are small when compared with the costs of supporting unmarried
mothers, caring for children in homes and providing other help for large families in
poor conditions. A report prepared in the United Kingdom in 1972 estimated the
benefit-to-cost ratio of providing family planning services as against that of caring for
unwanted children during 18 years of dependency. The benefit-to-cost ratio was said
to be 128:1 in the case of an illegitimate child, and 22:1 in the case of the fifth child of
a family."?

323. Although no similar study has been done in Australia, a thesis written in South
Australia compares the costs of preventing a birth with the public and private costs of
child raising.'®

324. Clearly the avoidance of unwanted children is likely to have hidden benefits
for public finance, particularly where these children are born to already underprivi-
leged groups, such as poor people with large families and single mothers. Family
planning is a cost-effective program for reducing poverty.'

325. In our opinion the government should restate its policy on contraceptive ser-
vices, viz. that all persons should have ready access to information and advice about
conception and contraception and to contraceptive services.

326. To implement the broad policy, and to ensure equal access to services, it is
necessary to consider what kind of services should be provided; to identify those
groups whose needs are not being met; and to plan for the extension and co-
ordination of existing services and the introduction of new services to meet those
needs. Programs to inform and motivate people are also needed.

People with special needs
327. There are certain people who do not make effective use of existing contracep-
tive services. These are the people identified earlier who run the greatest risk of un-
wanted pregnancies or who are in poor circumstances and tend to have more children
than they can cope with. The FPA of South Australia commented that:
The Association is failing to reach migrant women, poorly motivated women and women
in the lower socio-economic groups.'®

159. W. A. Laing, ‘The costs and benefits of family planning; a study of the financial implications for the
public authorities responsible for the health and welfare services’, PEP Broadsheet 38, 534 (1972),
pp- 2-3.
160. C. N. Thorpe, The economics of family planning in South Australia (thesis, Adelaide University,
1973).
161. Submission 612, AFFPAs.
162. Submission 148, FPA SA.
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328. The Commission of Inquiry into Poverty also reported that it is the poor,
particularly parents of large families, the young and single, the ethnic minorities and
Aboriginals who make least use of contraceptive services.'® Their poor access to
contraceptive services arises from inability to pay for fares or supplies, difficulty in
attending the service because of embarrassment, fatigue, absence of baby-sitters, or
because they do not know the service exists. By definition, these are the people who
have the least resources to cope with an unwanted pregnancy and who are most likely
to rely on government welfare services. It is to these groups, therefore, that the expan-
sion of contraceptive services must be directed and from whom the greatest benefit
will flow.

The poor

329. The Poverty Commission noted that the poor fail to make adequate use of con-
traceptive services despite the fact that fees are often not charged.' A number of bar-
riers were identified which restrict the practice of birth control and particularly affect
the poor. These include ignorance, restrictive laws, government and community
attitudes, cost barriers, lack of integration of services and behaviour patterns and
attitudes.

330. A submission prepared by the Brotherhood of St Laurence for the Poverty

Commission pointed out that poor families are not responding to the services as

quickly as hoped. In their view:
. .. this highlights the need for intensive outreach and education programs aimed at
breaking down popular myths and fallacies and presenting family planning as a pro-
motion of family health.

They made the following comments on their own pilot family planning project:
Family planning services are an important, preventive measure in relation to the financial
and emotional problems resulting from unplanned and unwanted children. The Brother-
hood of St Laurence established the first comprehensive family planning clinic in Mel-
bourne and finally completed this demonstration pilot project in December 1972.
Although the clinic concentrated on assisting low income families, a subsequent research
study suggested that the best response rate was amongst low to lower middle income
groups who tended to be upwardly mobile. There tended to be a poorer response rate
amongst those with social and emotional problems and those whose situation was static. If
family planning is to be effective amongst those families who often have a strong, yet
unrealistic, urge to have children, social casework services must be provided within the
clinical setting.'®*

An earlier report by the Rev. Peter Hollingworth on the family planning clinic

pointed out the error in labelling children as unwanted and explained that some poor

people may have a strong need to have children even though they may not be able to

cope. The report warned that existing institutions may not meet the needs of the

pecple in question and that the solution of contraception may not be acceptable.

331. Contraceptive services alone do not solve the social problems encountered by
families in poverty. As the Rev. Peter Hollingworth pointed out, people may need
some stability and confidence before being able to avail themselves of such services.
Contraceptive services should be integrated with other services.

332. The Poverty Commission points out that unplanned children are a strain on
resources, making people vulnerable to poverty. Many people might make more use
of contraceptive services if their needs were given more consideration. It would help if
these people were involved in planning programs.

163. Social/medical aspects of poverty in Australia, p. 147.
164. ibid., p. 141.
165. Exhibit 231 (h).
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Migrants

333. Migrants are over-represented in the lower socio-economic groups and gener-
ally represent an underprivileged group in society. There are few highly skilled and
professional migrants in Australia. In addition to poverty, migrants also have social
and cultural barriers to effective contraception. As we have seen there is a tendency,
especially among southern Europeans, to use withdrawal—one of the less effective
methods of contraception.

334. In the delivery of family planning services, communication is more than a mat-
ter of language. An understanding of cultural backgrounds is important as there is a
wide gulf between Australian and southern European attitudes to sexual matters and
contraception and childbirth.' For instance, many migrants refuse to let their wives
use contraceptives in case of infidelity.'” In Greece abortion is an accepted method of
controlling family size. Contraception is seen as the husband’s responsibility; with-
drawal is the only method used in many groups.'**

335. Sister G. Brooking, education officer with the South Australian Family Plan-
ning Association, said that migrant women need access to oral and written famil
planning information in their own language and presented in the framework of their
own cultural background."” Family planning clinics need the services of interpreters
familiar with the social customs of migrants or, preferably, trained family planning
workers of ethnic background. Doctors and nurses also need instruction on cultural
background. Women from the ethnic communities themselves could be trained to
give information' on what is often an alien idea. Judy McLean, director of the Fam-
ily Planning Association of NSW, told us:

The ideal situation would be to train field workers or nurse practitioners who are ethnic
people, come from that ethnic group themselves. They have the understanding of the cul-
tural background. They know how fast they can move with ethnic women in talking about
contraception, or a group of people, not necessarily women, because they have an under-
standing of the background of those people. There is also no language problem because it
is their own ethnic group.'

336. We have already mentioned that occupational health services could be used to
make contact with migrant women and provide information and services. There is
also a need to involve migrants in planning contraceptive services to meet their needs
and take account of cultural factors. A recent research report highlights some of the
special needs of migrant men and women in contraceptive services."” These include
individual education and information for Greek men who must usually approve their
wife’s use of contraception, local clinics with community interpreters/educators and
trained ethnic doctors.

The handicapped

337. Substantial groups in our society whose sexual and contraceptive needs are
often neglected are the physically and mentally handicapped. The FPA has made
some provision for the handicapped; we support their efforts and consider that there
should be special provision made for contraceptive services to be available to the
handicapped.

166. Submission 591, ACOSS; Evidence pp. 146-7, Miss V. Koutsounadis.

167. Interview reports, NSW, 1; Vic.‘ 26.

168. Evidence, p. 2880, Prof. B. Hetzel; Caldwell & Ware, ‘Australian attitudes towards abortion’ in
Abortion: repeal or reform (ANU, Centre for Continuing Education, Canberra, 1972) pp. 71, 90.

169. Evidence, p. 1435, Sr G. Brooking.

170. Evidence, p. 145, Miss V. Koutsounadis.

171. Evidence, p. 3070, J. McLean.

172. Hawker, 1977, pp. viii, ix.
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Conclusion

338. The Poverty Commission recommended that priority be given to providing
family planning services in ways which are more likely to make contact with poor
people through community health centres, infant health and welfare centres, public
hospitals, workplaces, mobile clinics in rural areas and Aboriginal medical services.'”
We support the recommendation. We also support their proposal to use trained fam-
ily planning educators and counsellors to provide information and motivation to poor
people.

339. To make adequate provision for people with special needs it is important in our
view to develop a specialised service with flexibility and a wide range of choices. Such
a service should take account of age, class, ethnic origin and marital status. The objec-
tive is to increase awareness and understanding of the benefits of contraception and of
planning the number and spacing of children, and to plan services better able to meet
the needs of people not now reached. This objective has the best chance of succeeding
if community leaders and representatives of those special groups are directly involved
in the planning of the services.

Cost of contraceptive services

340. The question whether contraceptive services should be free to the user needs to
be considered in the context of the system of general health and medical services.
Ideally, contraceptive services should be seen as part of preventive health programs
and should be widely available without charge. The cost of the service may affect mo-
tivation. VD clinics are free; so are cancer smear clinics and baby health services. The
cost of effective contraception is outweighed by the potential cost of unwanted births,
abortions and large problem families.

34]1. Under the UK National Health Service contraceptive advice and supplies have
been free of charge at family planning clinics since 1974. Since July 1976 general
practitioners in the UK are providing free contraceptive services: prescriptions are
exempt from charges.

342. Until the changes introduced in Australia in 1976, clinic patients received free
family planning services and charges were bulk-billed. Under the present scheme
everyone is covered by Medibank or by private insurance. Those with private
insurance pay fees and claim reimbursement whether they go to a general practitioner
or to a clinic. Those covered by Medibank standard may have to pay their general
practitioner, but will generally be dealt with on a bulk-billing basis at family planning
clinics. Some people who for reasons of privacy cannot use the family insurance cover
of their husbands or parents are classified as ‘unbillable’ and pay no fees at clinics;
the charges are bulk-billed to Medibank.

343. It is very important that people are not deterred from seeking contraceptive
advice because they believe they cannot afford it. The present scheme gives some pro-
tection for those who can least afford to pay. It is not widely known, however, that
people in the unbillable category need not pay. In any case the cost of service depends
on whether clinics can maintain fees at the insurance refund rate. And, of course,
people covered by private funds still have to pay for the service, even though the
amount is recoverable.

344. We believe that the goal should be a free service. Extension of community
health services, especially in areas of need, would help to bring this about. There are
some steps which could be taken now to ensure that cost is not a deterrent. Family

173.  Social/ medical aspects of poverty in Australia, p. 160, rec. (4).
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planning clinics should have sufficient funding to enable them to keep their fees at the
refund rate and to waive fees in case of need; those seeking contraception should be
aware of the ‘unbillable’ patient system and also aware that services may be without
charge to those who cannot pay. We appreciate that a double standard is involved in
giving concessions in respect of a service which should be a right.

Cost of contraceptive supplies

345.  Another barrier to effective contraception for some people is the cost of filling
prescriptions for contraceptives and of purchasing non-prescription items such as con-
doms. Subsidies have been given by the Commonwealth government for oral contra-
ceptives through the pharmaceutical benefits scheme at a cost of $16 323 000 in
1975-76. There are no subsidies for non-prescription items. The cost of contracep-
tives may affect the use of contraception and the choice of method. Table IV.19 shows
costs per annum of various forms of contraception based on intercourse once, twice
and four times per week. The prices are as quoted by FPA NSW in March 1977;
prices from other suppliers may differ. The costs of sterilisation are shown for
comparison.

TableIV.19 Annual cost of contraceptives

Each time of Once Twice  Fourtimes
intercourse  perweek  per week per week
$ $ $
The pill n.a. 10 10 10
The IUD na. 5-10 5-10 5-10
The diaphragm—add cost of
jelly/foam na. 5 5 5
Jellies, creams $2.50 (per 25) 10c 5 10 21
The condom $2 per 12—add cost of
jelly (above) or foam (below) 16¢ 9 17 35
Foams $4.50 (25) 18¢c 9 19 37
Withdrawal . . .. .
Periodic abstinence

Source: FPANSW, March 1977.
TableIV.20 Cost of sterilisation (March 1977)

Common Benefit
fee payable
$ $
Female sterilisation
general 96 91
specialist 120 115
Anaesthetist fee
general 27-33 23-28
specialist 35-40 30-35
Male sterilisation '
general 57 52
specialist 71 66
Anaesthetist fee
general 20-50 17-45
specialist 24-50 20-85

Source: Medical benefits schedule, 1977.
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The Poverty Commission recommended that all prescribed contraceptive goods be
included on the pharmaceutical benefits list and that non-prescribed goods which are
presently more freely available and cheaper should remain that way."™ We support
this recommendation. In our view, ways should be investigated of reducing the cost of
contraception and of contraceptives.” Subsidies for good quality products may be
one possible solution.

Planning for expansion

346. Contraceptive services are a specialised service which should, nevertheless, be
offered as part of general health and medical services both for the economies which
this affords and for the benefit of the patient. It is preferable for the patient who is
presenting with a request for a prescription for oral contraceptives and a complaint
about a vaginal infection, for example, if both matters can be dealt with by one per-
son in one place. This includes any necessary tests. It is even more convenient to the
patient if other health problems may also be dealt with at the one location and it may
be easier for some people to approach a more broadly based service.

347. Aswe have seen, the main service providers at present are general practitioners
and family planning and other clinic services. Both are capable of providing a wide
range of medical and health services. A number of medical practitioners continue to
see clinic services as suitable only for the needs of the socially or economically disad-
vantaged and as being, in some ways, a threat to private practice.”” We do not con-
sider that this attitude is justified. Many women from all social levels will prefer clinic
services; single women especially may prefer the anonymity offered. Nevertheless,
many others will continue to consult their general practitioner. A recent research proj-
ect in Sydney found that knowledge of services is much higher than use of or satisfac-
tion with the service; satisfaction with general practitioners is low especially among
single Australians because of communication difficulties. Chemists were considered
difficult to talk to and nurses were not considered experienced enough. The FPA was
widely known but little used because of its inaccessibility. It was little used by Greeks
and Yugoslavs. Most women in the survey wanted local clinics or home services.””” We
consider that there should be a variety of services and that steps should be taken to
improve the quality and scope of existing services. People should have a choice of ser-
vices of high standard.

General practitioners

348. The general practitioner is the preferred source of contraceptive services for

many, and has an important and continuing role. The main disadvantage has been

the lack of specific training and the discouraging attitude of some GPs. To improve

the quality of GP services there needs to be undergraduate and post-graduate training
_and also refresher courses for GPs.

Clinic services

349. There are advantages in the provision of comprehensive clinic services. Medi-
cal services obtained from a clinic should not be seen as inferior to private general
practitioner services, nor should certain types of client be expected to support private
medicine. Clinic sources of contraception should not be confined to a narrow range of
services delivered to some difficult-to-define group of ‘poor’ people. The clinic ser-
vices are the preferred choice for people from all socio-economic groups; indeed they
are well supported by the middle class.

174. ibid., p. 161, rec.(14).

175. Submission 193, David Morrow.

176. Submissions C1263, confidential; 1101, AMA; 612, AFFPAEs.
177. Hawker & Banfield, 1976, pp. 5-6.
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350. 1Inour view the clinic services offer the best opportunities for expansion to meet
the needs of those groups not presently availing themselves of contraceptive services.
They should plan to reach groups not now reached and to provide services accessible
to and acceptable to those groups.

351. The choice for the government is whether to continue to fund FPAs to expand
and provide more and more local clinic services, or whether to encourage State de-
partments to take over local clinics and administer them in conjunction with the com-
munity health centres now being established. The advantage of the latter course is
that it would avoid the difficulties which a voluntary organisation would face in set-
ting up a broad network of services, and it would avoid the duplication of departmen-
tal structures which such a network would entail. It would also open the way for
integrating family planning services within the community health centres.

352. If the latter course were adopted, the FPAs could be funded to provide a
number of more specialised clinic services and to continue with their training and
community education functions, which would be complementary to community
health clinics. This would parallel developments in the UK; since family planning be-
came part of the National Health Service most family planning clinics have been
transferred to the local authorities. The FPA retains an educational and training role
and maintains specialised clinics for this purpose.

Policies for expansion of services

353. Changes in the current approach of some State governments would be needed.
Some State Health Departments are still reluctant to assume a role in contraceptive
services. In 1974 the NSW Health Commission turned down an offer by the FPA
NSW to hand over many of its suburban clinics and to incorporate them into com-
munity health services. We are concerned that many poor people, migrants,
Aboriginals and people living in remote areas have no effective access to services vital
to their physical and mental health. The Commission of Inquiry into Poverty noted:

The reluctance of both State and Federal governments to become too directly involved in
providing family planning services or assisting voluntary agencies has led to the develop-
ment of a service network comprising mostly private agencies. This network has been un-
able to meet community family planning needs."

We agree that family planning services should be provided as part of a nationally
organised health care network in which co-ordinated preventive and curative care is
directed towards each individual and family.

354. We consider that the government should take the initiative and declare that
contraceptive services are a governmental responsibility as part of preventive medi-
cine. This would open the way to the development of a comprehensive Common-
wealth and State policy in this area. The government should take initiatives to ensure
the extension of services by State or voluntary agencies and provide funding and sub-
sidies necessary to achieve this end.

355. Inour view, these policy goals should be achieved progressively by:

(a) establishing a national network of contraceptive clinics in community health
centres run by State Health Departments;

(b) rationalising the funding of voluntary organisations such as Family Planning
Associations, and ultimately providing that each FPA becomes a specialist
resource organisation for State-run clinics.

178. Social/medical aspects of poverty in Australia, p. 150.
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356. The number of community health centres needs to be increased and a contra-
ceptive clinic service should be established by State Health Departments in each com-
munity health centre. The Commonwealth Department of Health should establish
standards for the conduct of these clinics, in consultation with Family Planning
Associations, and funds should be set aside for a nation-wide campaign advertising
the services and their location.

357. Until the above action is taken by State Departments, the FPAs should be
funded to expand their services. We were informed that present levels of funding are
to be maintained. In real terms, of course, this means less money than last year. To
provide the services needed, more funds should be made available; money spent on
contraceptive programs may lead to money saved on other programs in the long term.
Adequate funding is needed to ensure the provision of domiciliary personnel, new
clinics and national advertising campaigns. Without such measures neither the poor,
nor the Aboriginals, nor the migrants, nor young people, nor the isloated will be
reached by contraceptive services.

358. An expansion of contraceptive services, however achieved, will require further
training programs for medical and paramedical personnel. Some FPAs already train
doctors and nurses for State Health Departments. Since 1975 a co-ordinating com-
mittee has been set up in each State to carry out an education program in family plan-
ning for medical personnel. Representation includes the RACGP, the RCOG, the
Medical Post-graduate Committees, Family Planning Associations, the Catholic
Social Welfare Commission, the Family Medicine Program, the Commonwealth De-
partment of Health and medical students. Programs are under way in most States. If
contraceptive services are to be expanded it is essential that funding be provided to
support the extension of training programs by FPAs and other bodies.

359. There is also a need to co-ordinate existing services to ensure that every com-
munity has the best possible cover from a range of services. To bring this about a
national advisory committee should be appointed to advise on policies for co-
ordinating, integrating and expanding services. Representatives of medical, nursing
and social work professions, voluntary organisations and consumer groups should be
included. Information about services in a particular area should be published and dis-
seminated broadly. The committee should also advise on the desirability of establish-
ing a national training centre.

360. More needs to be done to provide for referrals to FPA and other contraceptive
services from other agencies which have direct contact with people who may need
such services. These include social workers and pharmacists, doctors, hospitals and
welfare agencies. Their professional training should enable them to be aware of the
need for contraceptive services and to give advice to those who need it or refer them to
counselling services.

Getting the message across
Introduction

361. We have considered what action can be taken to motivate people to take re-
sponsible decisions about their sexual behaviour, to help people to limit the number
of children to those they can afford and cope with and to reduce the number of un-
wanted pregnancies and unwanted children.

362. The main elements in the program are education, information, service pro-
vision and motivation. They are closely linked to each other, since education is part of
motivation and service providers should be active in both education and motivation.
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This section gives special emphasis to motivation through media advertising; edu-
cation and service provision are considered elsewhere in more detail.

Education and information

363. Evidence available to us suggests that, for many people, ignorance, misinfor-
mation, inaccessibility and mismanagement are major factors affecting their ability to
use contraception effectively. Many inhibitions and confusions could be lessened by
the provision of comprehensive information about sexuality, intercourse, anatomy,
physiology, reproduction and contraception. The illuminating quality of good infor-
mation has often been overlooked.

364. Earlier parts of this report have discussed sex education programs and the
importance of including basic information within a framework of education for
human relationships and personal development. Information about conception, con-
traception and contraceptive services should be a part of this education, and it should
be provided at schools and tertiary institutions. The effectiveness of this kind of edu-
cation depends to a great extent upon social attitudes and on the willingness and
ability of people to discuss freely and frankly the issues involved.

365. An individual is expected to know how to keep clean and healthy. Basic hy-
giene, diet and safety are automatically taught, so, equally, contraception should be
taught in recognition of the fact that everyone is a sexual being. Acquiring knowledge
about contraception gradually as a part of growing up is the most satisfactory way of
learning about it. Education programs should do more than impart information: they
should aim to develop within the individual the ability to face up to issues, to make re-
sponsible decisions and to accept responsibility for the consequences of those
decisions.

366. Information is an essential aspect of responsible decision making. Education
programs should include information about community services. The French Project
on Women recently recommended that a booklet be prepared for young people leav-
ing school including information about sex and information centres."” We have com-
mended the NSW pamphlet ‘Single, pregnant, what shall I do?’ at Annexe IV.L.
Equal time and effort should be put into pamphlets or booklets designed for young
people and containing basic information about sexuality, conception and contracep-
tion and about relevant services such as family planning clinics and VD clinics.

367. Community leaders could play an important part in increasing awareness of
contraceptive issues. The co-operation of employers, trade unions and voluntary
agencies would assist in the dissemination of information and in the provision of
special services, such as occupational health services.

Service provision

368. The outreach program of contraceptive services should include public edu-
cation and motivation as well as informing people about services. The services and
education programs should be flexible and use a diversity of means, such as domicili-
ary services and workplace schemes.

369. Services should be made visible to people if they are to use them. Discreet pos-
ters in baby health clinics and small signs announcing ‘family planning’ are neither
eye catching nor memorable. Large signs are required, clearly stating the name of the

179. Secrétariat d’Etat & la Condition Féminine, Projet pour les femmes 1976-1981 (Edité par le service
d’information et de diffusion), pp. 57-9.
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clinic and its purpose. A new and recognisable ‘logo’ would assist and also an indica-
tion that the clinic or centre is for all people who want to control their fertility, men
and women, married and unmarried. We think that the term ‘family planning’ may
be discouraging to young people and possibly misunderstood by others, though it is a
well-established term.

370. New kinds of services with street-front locations and signs should be made
highly visible for specific groups of people who find the FPA-type clinics difficult to
use. Such services as teenage ‘action centres’, drop-in centres and clinics for Aborigi-
nals, migrants and the middle-aged may be placed clearly in shop fronts on busy
streets where those who are shy, without easy access to transport, afraid of travelling
to unknown suburbs or without a telephone can see the clinic. Such services should
also be supported by advertising.

371. Contraceptive services provided by pharmacists should in our view be made
more visible. There is no reason why signs and posters advertising the contraceptive
service of pharmacists cannot be clearly displayed in chemist shops. A simply worded
notice could announce ‘Contraceptive items sold here’. Pharmacists who do not stock
contraceptive items should be encouraged to indicate this in a similar fashion. Contra-
ceptive goods should be displayed on open shelves. It is also our view that condoms
and other non-prescription items should be widely and openly available through a
large number of retail outlets. It should be possible to use vending machines for
condoms.

372. The medical profession should be encouraged to undertake specific instruction
on contraception or at least to refer their patients to other specialised services. Doctors
waiting rooms could carry educational literature and information about local services.

373. Similar literature and information should be widely distributed through the
community, eg. through pharmacies, social workers, post offices, infant welfare
centres, community centres and public libraries. Health Departments have a responsi-
bility to ensure the dissemination of information in several languages.

Motivation

374. There are significant numbers who know about contraception but who never-
theless do not use contraception. For them programs need to have a motivational ap-
proach. This implies some knowledge of what factors influence decision making and
behaviour. We need to know more about the influence of relations, friends, neigh-
bours and workmates in this process. The influence of a woman’s husband or partner
may also be important. If so, motivational programs should take into account the
male role and attitude.

375. A recent research project in Sydney looked at some of these factors and
concluded that the message should be linked with something that is important to the
woman concerned or be presented by someone whose advice is respected.® The sur-
vey noted the sources of information for various groups and pointed out that, as many
of the women were not organisation joiners, education should be through informal
communication channels and the mass media.'*!

376. A follow-up survey examined social networks and found that in some ethnic
communities there were strong networks and religious groups; the conclusion was
that opinion leaders in these networks could help to influence and motivate other
members.'™

180. Hawker & Banfield, 1976, p. 7.
181. ibid., pp. 5, 6.
182. Hawker, 1977, p. vii.
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Media

377. Media advertising is another way of informing people about services: where
they are and what they provide. The media also have a potentially more important
role in relaying to the uninformed messages which could affect their motivation to use
services. These messages could be used:

(a) to persuade people that a service will benefit them, that it is responsive to their
needs and thatit is an acceptable service;

(b) to explain about the different methods of contraception, their effectiveness,
safety and side effects;

(c) to promote responsible decisions about sexual behaviour.

378. In Australia national advertising campaigns have been sponsored by the
government to encourage people not to smoke and not to drink and drive, but the
more fundamental issue of contraception has never received government sponsorship
on a nation-wide basis.

Advertising campaigns by FPAs

379. The only advertising campaigns undertaken so far have been those of Family
Planning Associations. Their campaigns have been of short duration and coverage
due to lack of funds. They have used posters, newspaper and magazine advertise-
ments, radio commercials, editorial comment and articles. Radio has been used least
because of cost, although this may be a more effective medium than the others; tele-
vision has been out of the reach of FPAs. The dominant themes of the advertisements
are knowledge, responsibility and frequently a warning.

Victoria

380. The FPA in Victoria used posters on buses and trains with the following
messages:

(a) Stop and think. If you decide it’s your responsibility to be informed about con-
traception, both of you, come and visitus . . .

(b) Approach with caution. You know all the methods of contraception, but do
you? If you would like to be fully informed . . .

(c) It’stime to go. Go ahead and do all those things you’ve been planning to while
your family has been growing up.

(d) Are you in the dark? We can open your eyes to all the facts about
contraception.

Australian Capital Territory
381. The FPA in the ACT used these messages on some recent posters:
(a) ‘Bob,I’mlate.’
‘I know, twenty minutes.’
‘No, Bob. It’s about two weeks.’
To have sex without children, you have to take precautions. Otherwise, well,
you know the consequences . . .
(b) ‘Butdarling, there are lots of ways you can stop yourself falling pregnant.’
‘Oh mum, now you tell me.’
Contraceptive advice—it’s a responsibility lots of parents refuse to face up to.
(c) Two’s company.
Three can be a crowd.
One and one makes two. Take away contraception and you've got three .
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(d) °Ifawoman can’tlook after herself, that’s her problem.’
It may be unspoken. But it’s an attitude many guys have.
(e) ‘I’ll never forget the first time.’
With contraception, you shouldn’t have to learn from experience.
First time unlucky means a sudden shock—and weeks of worrying about what
to do.
382. The campaign consisted of radio advertisements and newspaper advertise-
ments with a television commercial to explain the case for contraception; the theme
was ‘How to live with love’. The Health Department paid for the campaign (which
was estimated to cost $13 000). The program ceased early when funding was
stopped.'

Western Australia
383. In Western Australia, the FPA ran a series of taped messages on radio with the
common theme song: ‘There’s got to be a morning after’. The message was built up
progressively:
¢ The Family Planning Association is not just for planning families; birth control is
something we should all learn more about.
e The FPA doesn’t expect you to do the impossible; it can help to prevent un-
wanted pregnancy. If you have questions about sex and birth control, phone . . .
e Don’timagine you are the first to need advice about sex and birth control.
e Would you like to talk about sex problems or birth control? Talk to
us . . . there’s no‘You’re alittle young to be calling in here dear’.

Other States

384. The FPA NSW ran a short-lived poster concerning an innocent Alice whose
departure from ‘wonderland’ was precipitated by an unplanned pregnancy. A TV
campaign in South Australia brought a big increase in attendance."™ Other means
used were bus posters and advertisements in drive-in movies.

Evaluation
385. Some of these messages provide negative motivations to contraception. They
threaten dire consequences (an unwanted pregnancy) and by the absence of positive
statements support the notion of sexual intercourse as an undesirable activity except
in specific circumstances. One submission noted:
.. . the punitive pre-marital postulate, mainly directed at . .. girls, that if sex is
experimented with before marriage, the outcome will be unwanted pregnancy involving
severe social repercussions for herself and the whole family. The result of such an attitude
must be the conclusion that sex is a punishable activity."*

386. The Perth program seems to be more positive in its approach. The desire to
placate potential opposition and avoid censorship may explain the gloomy impli-
cations of the advertising messages. Although they may increase attendance at clinics
temporarily, there is no evidence that they effectively encourage people to change
their behaviour. Rewards rather than threats are usually more effective for this

purpose.
Overseas experience in advertising

387. Overseas studies suggest that there are limitations on the impact of media ad-
vertising about contraception. In 1972 the English FPA ran a controlled experiment

183. Evidence, p. 3071, J. McLean.
184. Submission 143, SA Medical Womens Society.
185. Submission 105, Dr Grahame Dudgeon.

92



in two towns, saturating them with information about birth control and with readily
available family planning services. The number of women using medical means of
birth control increased but no aspect of the campaign could be isolated. Births fell in
one place the next year and increased in the other. The response from mothers of
large families and those in greatest need was disappointing. The Health Education
Council decided after a TV campaign that television is best used in support of a press
campaign.'®

388. In the United States a government-sponsored, 6-month, $330 000 multimedia
campaign was undertaken to test whether advertising could increase effective contra-
ceptive action among the sexually active.”” Although attendance figures rose this was
temporary and mainly due to forward borrowing of those who would have come. It
was concluded that mass advertising was not an effective means of recruiting, though
it was thought that different messages might have had a more important effect on be-
haviour. The theme of the campaign was ‘Stop the stork”.

More effective campaigns?
389. In a report entitled ‘Twenty-five communication obstacles to family planning
progress’, Donald Bogue has claimed that well-designed mass media communi-
cations can overcome each of twenty-five obstacles to the control of fertility, including
these:

(a) Fears of permanent damage to health from prolonged use of pill, IUD or

other contraceptives.
(b) Fears of the short-term side effects of the pill and IUD.

(c) Irrational fears of the vasectomy method.

(d) Inadequate communication between husbands and wives about ideal family
size, spacing, contraceptive methods and whether to practise family planning.

(e) Lackofawareness of family planning services.

(f) Tolerance of the low status of women and weak support of the movement for
womens rights.

(g) Contraceptive fatigue, carelessness and negligence.

(h) Fatalism and control of one’s own career.

(i) Infidelity (fear of spouse being unfaithful if modern methods of contraception
are used).

(j) Withholding family planning information from sexually active teenagers and
other mature unmarried persons.

(k) Under-exploitation of the immediate and intermediate advantages and
benefits of family planning (e.g. economic benefits, time for relationships with
existing members of the family)."**

390. In Australia some of these obstacles are more prevalent than others. For
example, fear of side effects, inadequate communication, lack of awareness of family
planning services, tolerance of the low status of women and the withholding of infor-
mation from sexually active teenagers are obstacles particularly pertinent to
Australia.

186. Information from the FPA, London; campaigns have been reported: Isobel Allan, Birth control in
Runcorn & Coalville: a study of the FPA campaign (PEP); Health Education Council, Report on the
experimental television campaign on family planning in Yorkshire.

187. J.R. Udry, L. T. Clark, C. L. Chase and M. Levy, ‘Can mass media advertising increase contraceptive
use?’, Family Planning Perspectives 4,3 (1972).

188. D. Bogue, ‘Twenty-five communication obstacles to family planning progress’, Media Monograph
Series, no. 2 (Communication Laboratory, Community and Family Study Centre, University of
Chicago, 1975).
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391. In a companion monograph Remsburg et al. provide examples of ‘spot
announcements’ for use on radio and television. Each announcement is geared to
overcoming a particular obstacle. Some examples follow (for others see Annexe
IV.G).

Obstacle 10

Lack of awareness of family planning services

This is an announcement from your Family Planning Unit.

We want you to know that a family planning clinic was recently opened at 80 Marabell
Road in San Fernando. This brings to five the number of clinics operating in the county of
St Patrick. Their locations are . . .

Obstacle 24

Withholding family planning information from sexually active teenagers and other
mature unmarried persons.

Do you have a teenage son or daughter? What do you think, is he or she sexually active?
Let me answer for you. Whatever you may want to think, the answer is probably . . . yes.
That’s what I said. Yes. With today’s improved diets, with today’s improved education,
youngsters are sexually mature several years earlier than in our time. Times have changed
and responsible parents will change with them. Talk frankly and openly with your young-
ster about sex. Don’t pry, just talk, and tell him or her that the family planning centre is the
best place to learn all about preventing unwanted pregnancies. One thing that hasn’t
changed down through time: the worst way to get married is to have to.'

392. With regard to young people, we commend a new poster used by the FPA
NSW to advertise its Hornsby clinic. Two teenagers are shown in jeans and T-shirts.
The boy says, ‘How come you know so much?’ and the girl replies, ‘Because I’ve been
to an FPA centre and had a chat about sex and contraception’.

393. The American papers suggest that properly designed advertising could be part
of a general campaign to raise the level of awareness and motivation. Clearly there is
still much to do in evaluating programs for Australians.

Views about advertising

394, Some submissions were opposed to any suggestion of advertising contraceptive
services in the media. The ACT campaign was the subject of criticism by the ACT
Right to Life Association on the ground that it was pitched at ‘recreational sex’. They
were also concerned that the ‘Catholic Family Planning Association” had not been
funded.”

395. The Knights of the Southern Cross also opposed advertising:

However, when we come to the question of advertising of contraceptives we have to face
the fact that we have now moved on to the public stage. Our utterances now have wide dis-
semination. There is no way of preventing them coming to the knowledge of a large
number of adolescents whose parents may resent and reject the contraceptive philosophy
and its implied attitudes. Such parents have the right to have their wishes respected. The
advertising of contraceptives should therefore be a restricted type of advertising in the type
of journal carrying the message to health personnel in the given field. There is no place
whatsoever for the widespread advertising in ordinary newspapers or ordinary weekly
magazines of this type of agent."”

They also opposed the provision of condom vending machines in tertiary institutions.

189. B. Remberg, D. Price, J. Towbridge & G. Daffin (eds) ‘Radio and television spot announcements for
family planning worldwide’, Media Monograph Series, no. 3 (1975), pp. 27, 81, 94, 95, 147.

190. Submission 197, ACT Right to Life Association.

191. Submission 211, Knights of the Southern Cross.
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396. Others felt that contraceptives should be freely available and that one way of
achieving this would be to advertise where they may be obtained.”” One view was
that young people should be protected from unwanted pregnancy.”” Another was that
the censorship is appalling while alcohol and cigarettes are advertised widely.” The
view of the Queensland branch of Zero Population Growth was that:
Given comprehensive sex education without censorship and repression, advertising of con-
traceptives and their free availability, and open discussion of sexual matters, it is suggested
that the problems outlined are able to be solved . . . Ignorance creates confusion, unhap-
piness and resentment. It can also give rise to rebellion against those who encourage
ignorance.'”

Some called for extensive advertising of contraceptive services to avoid the cycle of
deprivation and to improve the quality of life."

Conclusions

397. The right to information is not modified by marital status or age. Ignorance
and misinformation do not deter sexual behaviour but may occasion unwanted con-
ceptions. In our view young people are not deterred from sexual behaviour by the
absence of contraception even though they may worry about pregnancy. We do not
believe that advertising of contraceptive services promotes promiscuity.

398. We do not support proposals to restrict the advertising of family planning
services or contraceptives. The absence of such advertising may have negative
implications, by implying that there is something ‘wrong’in it.

399. The question remains whether media advertising can be effective in informing
and motivating people to make use of contraceptive services when they would not
otherwise do so. In particular, can it be used to reach those at highest risk?

400. Advertising has its limitations; material planned for an English-speaking com-
munity will probably have little impact on the non-English-speaking migrant com-
munity. To reach them more informal channels are needed. Ethnic radio and
newspapers could be used. Nevertheless it is our view that the media could and
should play a more positive role in shaping community attitudes and in providing
community services. The promotion of effective contraception by educational and
motivational programs is one way of playing this role. A comprehensive program to
motivate effective contraception should include advertising. Experimental programs
are needed to allow some evaluation of the cost and effort involved. Australian and
overseas experience suggests that too little is known.

401. We consider that, as part of a comprehensive contraceptive service to everyone
in the community, the government should initiate and support nation-wide and local
advertising campaigns to encourage the use of contraceptive services. These could be
undertaken as part of total public health education programs; alternatively they could
be directed toward special target groups of people with special need. In addition,
funds should be made available to each FPA or other voluntary organisation provid-
ing contraceptive services to advertise its locality and services. Increased advertising
should lead to increased demand for services, at least in the short term, and this
should be considered in planning programs.

192. Submissions 208, J. W. Gilmour; 454, Mrs G. Pack; 694, Mr & Mrs C. F. Johnson; 905, Sr Patricia
Hewitt, FPA Tasmania.

193. Submission 204, Mrs J. Fullard.

194. Submission 193, David Morrow.

195. Submission 1004, ZPG (Australia ), Qld branch.

196. Submissions 143, SA Medical Womens Society; 936, Miss G. Graetz; 73, Jo Wainer. 95



402. Advertising programs are only one element in the total program. Advertising
alone cannot overcome inadequate services or compensate for a poor image. To
develop in people the capacity to take responsible decisions about their sexuality a
comprehensive program is needed, comprising:

¢ education and information for people of all ages

* ready access by all people to services and supplies suitable to their needs

* motivational programs to develop the ability to make responsible decisions

Contraception and the law

Introduction

403. To make fertility control effective for everyone in the community, services and
supplies should be available at suitable times and places and people should know
about them. There are, however, legal restrictions which are said to impede unnecess-
arily access to contraceptive services or supplies. These restrictions can also affect mo-
tivation by implying disapproval of the activity in question.

404. The importance of removing legal barriers to contraceptive services and
supplies was recognised by the Poverty Commission. Its third main report rec-
ommended that:
Representatives from the medical, legal and government fields consider all restrictive laws
relating to family planning and their effects, with the intention of making a comprehensive
family planning service available to all people."”’

At present laws relating to contraceptive services and supplies are mainly negative.
There is a need for positive laws to promote the quality of contraceptives and to pro-
tect the users of services.

Advertising of contraceptive supplies and services
405. The Poverty Commission commented as follows:

Legislative restrictions on advertising in most States prohibit the display of contraceptives
and public dissemination of information on birth control methods. In South Australia and
Western Australia there are no legal restrictions, but a barrier still exists because major
newspapers, under a ‘voluntary code’, do not publish any such advertising. Advertising
and sales laws have long been and still are a topic of debate in Victoria but some recent
changes have been made which enable advertising of contraceptives on radio and in
trams. A series of radio, television and newspaper advertisements was used in mid 1975 in
the Australian Capital Territory by the FPA but funds have not been available since.
Although the advertisements were available to other State FPAs none have used them.
Cost and varying State laws are the main restrictions on such a campaign."®

406. Taking Australia as a whole, the position is confused and confusing.”” There is
not always a clear distinction drawn between the advertising of services and the ad-
vertising of products. In Tasmania, until 1976, contraceptives could not be advertised
at all except in medical and pharmaceutical journals.* In Victoria permission has to
be obtained for advertising contraceptives. In New South Wales the position is uncer-
tain. In Queensland laws relating to obscene and indecent material may prevent ad-
vertising.” In South Australia and Western Australia there are no special restrictions.

197, Social/ medical aspects of poverty in Australia.

198. ibid., p. 148.

199. P. Whalley, Dept of Demography, ANU, Laws relating to contraceptives in Australia (seminar
paper, presented August 1972); for further information see H. Finlay and T. Gleeson-Sihombing,
Family planning and law (FPA, Sydney, in press: revised edition of Finlay & Glasbeek).

200. Police Offences (Contraceptives) Act 1941: this Act was repealed in 1976.

201. Vagrants, Gaming and other Offences Act 1902-1974. -
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407. 1In the ACT and the Northern Territory restrictions on the advertising of
contraceptives were amended in 1973, though it is still an offence to advertise any
instrument or appliance for ‘influencing the course of pregnancy’*? There is also a
prohibition on companies advertising the services of medical employees; this could
hinder the Family Planning Association, which is incorporated in the ACT.*

408. The advertising of services and products on radio and TV is another doubtful
area. The Broadcasting and Television Act 1942-1976 prohibits the broadcasting of
matter which is ‘blasphemous, indecent or obscene’, but these are not defined.”® A cir-
cular from the Broadcasting Control Board in 1975 relaxed restrictions on advertising
intimate products. The program standards have been under review. In fact some
FPAs have broadcast advertisements about their services.

409. Where advertising is permitted by law, those in control of press, radio, TV
and/or other advertising outlets (public transport etc.) may impose unofficial censor-
ship. There is also a problem for FPAs and others to find money to advertise their ser-
vices. Lack of finance may be a more potent obstacle to advertising than the law itself,
though legal uncertainty can easily be blamed by those seeking to preclude
advertising.

410. In this confusing situation several of our submissions asked for legal clari-
fication to enable advertising of contraceptives and contraceptive services.™ It was
proposed that the Australian Parliament should legislate for freedom of advertising
of contraceptives and that more money should be available for advertising and edu-
cation films.?

411. InTasmania the Police Offences (Contraceptives) Act 1941 prevented advertis-
ing of contraceptives except in medical and pharmaceutical journals. The Select
Committee on Therapeutic Goods, Health Foods and Cosmetics found in 1975 that:
There is conflict between the advice of the NH & MRC to the States to make family plan-
ning advice more generally available and the provision of the Act which prevents the
dissemination of any material which would indicate that such services are available.™
The Committee’s view was that there should not be unreasonable restriction on the
dissemination of knowledge about the availability or use of contraceptives. They
concluded that there was a need to regulate advertising and provide standards, and
recommended complementary Commonwealth and State legislation. New legislation
was introduced in 1976 and the above Act was repealed.”®

412. 1In 1974 the Queensland Commission on the Status of Women recommended
that the advertising of contraceptives be referred to the Law Reform Commission for
clarification. In their view there should be control but no blanket prohibition on the
advertising and sale of contraceptives.” Recent changes in NSW law may affect the
advertising and sale of contraceptives. The Indecent Articles and Classified Publi-
cations Act of 1975, although not mentioning the term ‘contraceptive’, prohibits
under section 10 the advertising of products which are:

. . . primarily concerned with, or used or intended to be used in connection with sexual

behaviour.

202. Pharmacy Ordinance, section 46.

203. Medical Practitioners Ordinance 1930-1963, section 36 (2), section 91.

204. Section 118; see H. Finlay and S. Glasbeek, Family planning and the law in Australia, part B (FPA,
Sydney, 1974) p. 93.

205. Submissions 556, Cole & Beighton; 148, FPA SA; 208, J. W. Gilmour; Evidence, p. 2568, Geraldine
Pack; p. 3068, J. McLean.

206. Submission 148, FPA SA: Evidence pp. 1439 ff, St G. Brooking.

207. Report, 20 May 1975, in Submission 905, FPA Tas.

208. Therapeutic Goods and Substances Act, No. 1 of 1976 (Tas.); Police Offences (Contraceptives)
(Repeal) Act, No. 36 of 1976 (Tas.).

209. Report of the Commission of Inquiry into the Status of Women in Queensland (1974) pp. 12, 31.
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The regulations go on to allow for the exception of certain organisations, such as fam-
ily planning, from the prohibitions contained in this section. Certain literature, not
being brief advertisements on contraceptives or family planning matters, may be
affected by other sections of the legislation, such as sections 12 or 17, relating to the
classification of publications and the sale and display of such classified publications.”
It is difficult to say what effect the new legislation has on the extent and type of adver-
tising concerning contraception in NSW—the need to apply for permission to adver-
tise may continue the inhibitions.

413. In Victoria the attempt to clear up legal uncertainties has led to detailed
legislation about advertising and sale of contraceptives which appears to us to be
over-restrictive. The Health (Contraceptives) Act 1974 and the Health (Contracep-
tives) Regulations 1975 deal with the registration, advertising, sale and exhibition of
contraceptives. These are broadly defined in section 270B (1):
‘Contraceptive’ means a contrivance, device, substance or appliance for securing or
reputed to secure by the use before, during or after sexual intercourse between human
beings that such intercourse may take place without resulting in or with less likelihood of
resulting in conception and includes any drug or other chemical or biological substance
which is or is reputed to be effective or of use for that purpose but does not include a sub-
stance or a mixture or compound of substances or a drug—
(a) thatis extemporaneousty dispensed or prepared for a specific and individual case; or
(b) that [conforms to a standard formula and is sold under the name ascribed to it.]

Wholesale dealers may apply for contraceptives to be registered. There are restric-
tions on the words appearing on packaging. The sale of unregistered contraceptives
and the display of contraceptives are offences except in the case of a pharmacist,
medical practitioner or approved family planning clinic. Pharmacists may not offer or
expose contraceptives for sale on view to persons in the public street. All advertise-
ments must be approved by the Chief Health Officer.

414. In August 1975 the Melbourne Tramways Board lifted its earlier ban on adver-
tisements and the State government made some funds available for FPA posters to
appear.®!!

415. WEL submitted that the legislation falls short of what is desirable and that
there should be no legislation about the sale of contraceptives other than that
required to regulate dangerous drugs. In their view the display, advertising and pro-
motion of contraceptives should be subject only to the same safeguards as other
goods, namely that they should not be false and misleading. They proposed:

(a) thatthere is no need for individual advertisements to be approved;

(b) that if contraceptives are to be registered this should be only to ensure
compliance with guidelines as to safety, reliability and effectiveness;

(c) that packaging should be required to state the effectiveness of the product;

(d) that if a contraceptive is registered its sale should not be restricted to an ap-
P g
proved outlet.””

416. The main justification advanced for restricting the advertising of contraceptive
services or products is that it might in some way offend public taste. This objection
could apply to advertising of any product or service. We do not consider that the ad-
vertising of contraceptive products or services has anything inherently distasteful or
offensive which calls for blanket restrictions. Contraceptives are part of the daily lives

210. For further details see Finlay & Gleeson-Sihombing, pp. 2-5.
211. The Melbourne Age, 7 August 1975.
212. Submission 210, WEL, Victoria.
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of many thousands of people. People are entitled to be informed of services which are
available to them and which are important to their health and welfare. The restriction
of advertising may itself carry a negative impression that the matter banned is in some
way wrong. Advertising can inform. It can also affect attitudes. The potential of ad-
vertising to influence attitudes is, of course, one reason why there is agitation to res-
trict advertising of tobacco and alcohol. It seems to us that this potential could also be
used to raise the level of community understanding and acceptance of contraception.

417. For all these reasons our view is that there should be no legislation restricting
the advertising of contraceptives or of contraceptive services. This form of advertising
would remain subject to the general law; it should be made clear that the fact that ad-
vertising deals with contraceptive products or services would not of itself offend
against any such law.

418. In our view the media, in particular newspapers, TV and radio, should exam-
ine their policy on advertising contraception. The acceptance of such advertisements
may play an important part in gaining acceptance for contraception and in overcom-
ing reticence, fear and ignorance.

Distribution, display and sale
Prescription items

419. Oral contraceptives require a prescription; this adds to the cost and means that
it is necessary to see the doctor. IUDs must be inserted by a doctor and diaphragms
should be fitted by a doctor though they can be bought without prescription if the size
is known. Oral contraceptives are dealt with under the Poisons Acts and Ordi-
nances®®, which restrict their sale to pharmacists. In some States, and in the ACT and
Northern Territory, medical practitioners may dispense restricted substances but may
not necessarily be able to charge for them. Other contraceptives, such as IUDs and
diaphragms, may come within laws specifically restricting the sale of contraceptives.

420. In Tasmania there were restrictions which prevented doctors from supplying
contraceptive devices such as IUDs and family planning clinics from supplying any
contraceptives. The Select Committee recommended:

That medical practitioners be permitted to supply and charge for any contraceptive article
or device they may prescribe.

Under the 1976 legislation, referred to above, family planning clinics are able to sell
contraceptives to patients.

421. We were told that some chemists do not in fact supply contraceptives. In some
country towns there is no source of supply and we were told of cases where people had
to go elsewhere, or visit several chemists. Family planning clinics supply contracep-
tives (except in Tasmania) but are not in many locations and are open only at certain
times.

422. Pharmacists should be encouraged to make contraceptives available and
should be permitted and encouraged to display a sign to indicate whether or not they
do so. We do not think they should be required by law to sell contraceptives, but the
failure of some to do so makes it important to ensure that other outlets are available,
including family planning clinics and doctors.

213. e.g. NSW Poisons Act, 1966-1974, Victoria Poisons Act 1962 and Regulations; for the laws in each
State see Finlay & Gleeson-Sihombing.
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Non-prescription items

423. The main non-prescription contraceptives are condoms and spermicides such
as foams, pastes, creams or jellies. The legal position varies from State to State. In
general, condoms can be bought from pharmacists and family planning clinics and, in
some places, from barbers.

424. In Tasmania contraceptives can only be sold by pharmacists. In Victoria sale of
contraceptives is restricted to pharmacists, medical practitioners, family planning
clinics and approved places.”* In Western Australia contraceptives may not be sold in
a shop or other public place; there is an exception for a registered pharmacist.*"*

425. All the above restrictions affect sales by vending machine. In Queensland con-
traceptives may not be supplied by vending machine unless the Director of Health
permits.>'s

426. In NSW there are restrictions on businesses selling sex articles (with an exemp-
tion for family planning clinics) and a prohibition on sale by vending machine of sub-
stances which inhibit or modify physiological processes in man.?”” We are informed
that, in NSW, condoms are sold by vending machine in places such as hotels and
clubs and at least one university students union.

427. There are no restrictions on the sale of non-prescription contraceptives in the
ACT. In the Northern Territory only pharmacists may sell contraceptives; they may
use vending machines.”®

428. We received a number of submissions proposing that condoms should be far
more widely available than at present, e.g. in places such as supermarkets, milk bars,
from vending machines.”® Condoms are available without the need to visit a doctor or
clinic and are reliable when correctly used. When the woman uses foam the effec-
tiveness is very high. They are useful in intermittent or casual relationships and also
provide some protection against VD. Among the reasons put forward for extending
sale outlets were that many young men are reluctant to ask chemists, because of shy-
ness or because the assistant is a young female; that it would help reduce teenage
pregnancy; and that the onus would then be on the young man to take precautionary
action. The research project on male university students in Melbourne reported that a
few men said they were shy about buying condoms.” One submission mentioned that
a free condom service for males under 20 in North Carolina had reduced conception
and increased contraceptive use.”! Professor Leeton told us that in the UK condoms
are available at retail and barber shops and that in both the UK and the US they are
available from dispensing machines.?

429. On the other hand some submissions strongly opposed dispensing condoms by
vending machines. For example, the St Joans International Alliance felt that this
would not contribute to a responsible approach to family planning.’® The fear
expressed in these submissions is really that making contraceptives openly available

214. Health (Contraceptives) Act 1974, section 270L.

215. Contraceptives Act 1941-1972, section 2.

216. The Health Act 1937-1975, section 106 (1).

217. Therapeutic Goods and Cosmetics Act, 1972-1975, section 42.

218. Pharmacy Ordinance 1936-1975, sections 35, 41.

219. Submissions 556, J. Cole & F. Beighton; 204, Mrs M. J. Fullard; 210, WEL; 208, J. W. Gilmour.

220. Beighton & Cole, Commission research report, no. 5, p. 6/6.

221. Submission 73, Jo Wainer.

222. Evidence, pp. 812-13, Professor J. Leeton.

223. gubmission 402, St Joans International Alliance; see also Submission 211, Knights of the Southern
rOSS.
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will encourage promiscuity and experimentation by young people. This is a view
which pays little regard to the sexual behaviour of the young and which we do not
share.

430. The condom should be made available as widely as possible. It is one of the
more effective means of contraception, when properly used, and it can help prevent
the transmission of venereal disease; this reason alone prompted the Poverty Com-
mission to recommend that it be more actively promoted particularly among young
people.” It is obtainable without going to a doctor and is therefore 1deal for those
who are unable or reluctant to seek advice.

431. Inour view there should be no restrictions on the sale of non-prescription con-
traceptives either as to time or as to place; it should be made clear that condoms can
be sold in any retail outlet or by vending machine.

Prescription requirements and paramedical personnel

432. Inthe 1930s Dr Stopes protested against proposed legislation to restrict contra-
ceptive sale so that they would be available only on prescription.” She pointed out
that only half the women who bore children in those days saw the doctor. In her view
the expert midwife was well fitted to examine and give advice on birth control. Her
remarks were mainly in relation to the diaphragm—oral contraceptives are a com-
paratively recent development.

- Oral contraceptives

433. Restrictions on sale of oral contraceptives are based on their classification as
schedule 4 poisons: as such they are ‘restricted substances’ and obtainable only on
prescription. In general only a medical practitioner can prescribe oral contraceptives
and only a chemist or licensed person can dispense oral contraceptives. In some States
medical practitioners may supply oral contraceptives.”

434. Tt was submitted to us that the legal requirement that oral contraceptives be
dispensed on prescription inhibits the expansion of family planning services (and un-
necessarily restricts access to contraception). Professor Shearman stated in evidence
that prescription was:

. . anunnecessary impediment to women having access to oral contraceptives.

He continued:
I would emphasise that the attitude I am expressing is that of the Australian Council of the
College [Royal College of Obstetricians and Gynaecologists], which is an English college.
The Australian Council have the attitude I have just stated.”
Professor Leeton said that he had mixed feelings on this issue. The side effects showed
that many women should have their blood pressure monitored. On the whole, despite
this, he would like to see the pill dispensed by machine.”® Others thought that oral
contraceptives could be dispensed by trained personnel.””

435. Judith McLean, director of the Family Planning Association of NSW, told the
Commission about the training of nurse practitioners working in family planning
clinics. She made the following point:
. training of medical practitioners does not fit doctors to prescribe the pill . . . we are
training our nurse practitioners and we feel that they are better equipped to dispense what

224. Social/medical aspects of poverty in Australia, p. 161,
225. Stopes, 1935, pp. 55-8.
226. For full details see Finlay & Gleeson-Sihombing,
227. Evidence, p. 3085, Professor R. Shearman.
228. Evidence, p. 798, Professor J. Leeton.
229. Submission 73, Jo Wainer; Evidence, p. 1321, Dr Peter Hoopman; p. 3070, J. McLean; p. 2074, S.
Wilson.
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is sometimes termed a potentially dangerous drug than medical practitioners with no ex-
perience or knowledge at all. I would like to see the pill off script but into the hands of
trained people who are perhaps not as expensive as doctors and have more understanding
and sympathy in the prescribing of the pill.*

436. The practice of requiring oral contraceptives to be supplied only on prescrip-
tion has been under review in other countries.” In countries where there are few doc-
tors, the pill has often been made available without prescription (Pakistan, Iraq,
China). In western countries physicians are generally of divided opinions as to the
dangers of the pill and the benefits to be gained by permitting its liberal distribution.

437. A Joint Working Group on Oral Contraceptives set up in England, under the
chairmanship of Baroness Robson, has concluded that nurses, midwives, health visi-
tors and pharmacists should be allowed to prescribe the contraceptive pill after
undergoing suitable training and under certain conditions. Medical histories are to be
taken, blood pressure measured and doctors informed. To protect women at special
risk from the pill, they did not recommend general sale over the counter or from slot
machines.””

438. The Chief Medical Officer of the Family Planning Association in Great Britain,
Dr Michael Smith, had earlier advocated that the task of prescribing the pill be
delegated to trained nurses, midwives and health visitors, who would be able to reach
women who fail to use a reliable form of contraceptive and thereby save the doctor’s
time. Professor Huntingford in the same publication wrote that provided women are
fully informed about the small risk of the pill, it should be taken off prescription
altogether, and be made available in slot machines, pubs and supermarkets. The
author points out that in the absence of certain medical indications there is no way of
predicting which women on the pill will suffer thrombosis. Some doubt whether
women reluctant to approach a doctor would more readily approach a pharmacist.”*

439. The Poverty Commission recommended that nursing staff in hospital clinics
and community health centres should be able to dispense condoms and other non-
prescription contraceptives and that the possibility of their prescribing oral contracep-
tives and inserting intra-uterine devices under the supervision of a doctor be seriously
considered.” They thought this would be useful for people in rural areas and for poor
people who might have limited access to doctors in private practice, and especially for
rural Aboriginals.

440. Inour section on contraceptive services we give support to the training and em-
ployment of nurse practitioners in fertility .control services and the provision of
nsurance to cover their work. We suggest that steps should be taken to enable nurse
practitioners to take a wider role in prescribing contraceptives.

441. At present, in Australia, a nurse must work under the supervision of a medical
practitioner when providing family planning services. A doctor may delegate certain
functions to nursing staff but remains ultimately responsible.” In remote areas, and

230. Evidence, p. 3070, J. McLean.

231. Malcolm Potts, ‘Laws regulating the manufacture and distribution of contraceptives: report of work-
sh(op on the manufacture and distribution of contraceptives’, Columbia Human Rights Law Review 7,
1(1975),p. 244.

232. New Society, 4 November 1976, p. 253 (the report of the Working Party is published by HMSO).

233. “The pill off prescription’ referred to in Submission 421, A. K. Henderson.

234. Social/medical aspects of poverty in Australia, p. 157.

235. K. Dunn, Family planning and the nursing profession (FPA, Victoria), p. 18; for a discussion of the
role of paramedical staff in the dispensing of contraceptives, with special reference to oral contracep-
tives, see Allan G. Rosenfield, ‘Laws relating to professional paramedical role in contraception’,
Columbia Human Rights Law Review 7,1 (1975), p. 93. ’
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for people with special needs, it will become increasingly important for nurse prac-
titioners, community health nurses, infant welfare nurses, domiciliary visitors and
other trained personnel to be able to provide a full range of services.”

442. We note that the risks of mortality and morbidity from the pill are very low.
Nevertheless there are some matters that should ideally be checked. It is inadvisable
for the very young or for the older woman to take the pill without being aware of the
contra-indications. Instructions are also needed on the proper use of the pill and about
side effects. For these reasons we think that the pill should be available only through a
person trained to give information and advice on its proper use. We would not necess-
arily restrict the categories of such persons; they might include nurses, or other
specially trained personnel, at family planning clinics, specially trained social
workers, pharmacists and possibly others. It would be important to establish proper
standards for training these personnel and for their competence to be recognised by
the Commonwealth and States under appropriate legislation. This would require co-
operation. The FPAs or other recognised training bodies could be authorised to issue
certificates of competence to persons who have received the appropriate training; this
would in turn authorise those persons to prescribe oral contraceptives.

443. When more is known about the oral contraceptive it is hoped that it will be
possible to make it available without restriction.

The intra-uterine device and diaphragm

444. These must be fitted by a medical practitioner; in fact family planning nurse
practitioners do this work at present under the supervision of doctors. For similar
reasons to those set out above, we are of the view that trained nurse practitioners
should be authorised to prescribe and fit both the diaphragm and the IUD.

Consumer protection

445. Several matters were drawn to our attention which suggest a need for legis-
lation or regulation to protect the interests of people using contraceptives, both
prescription and non-prescription products. The matters relate to advertising claims,
quality of products and packaging and instructions. '

Advertising claims

446. We received some complaints suggesting that advertising claims were often
exaggerated and that, as a result, people were having sex without effective contracep-
tion.*” One spermicidal product is said to be ‘at least as reliable as the diaphragm or
sheath methods’ and ‘significantly more effective, when used as directed, than
rhythm, withdrawal or the condom’.** Figures quoted earlier in this report do not
support this claim; they suggest a higher pregnancy rate for spermicides than for the
diaphragm or condom. We do not know of any research studies supporting the claims.
We have not taken up the matter with the distributors. We consider, however, that it
is the responsibility of the government to investigate such claims and to ensure that
they are either verified or withdrawn.

447. The possibility of proceeding under the Trade Practices Act 1974 for false
claims should be considered. Section 53 prohibits a corporation from falsely
representing that goods are of a particular standard or from representing that goods
and services have performance characteristics they do not have.

236. Evidence, p. 2074, S. Wilson.

237. Submissions 421, A. K. Henderson; 619, ALRA.

238. These claims are made in respect of Delfen Foam, a product made in England by Ortho Pharmaceu-
ticals Limited and distributed by Ethnor Pty Ltd Sydney (‘Delfen’ is a trademark).
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Quality of products: standards

448. Control over the quality of contraceptive products manufactured in Australia is
a matter of State or Territorial law. The Commonwealth has power in respect of
goods which are imported, are the subject of interstate trade or are supplied to the
Commonwealth or supplied as a pharmaceutical benefit.*® Under State laws persons
manufacturing therapeutic or restricted drugs must be licensed. States generally
accept the standards of the British Pharmacopoeia or British Pharmaceutical Codex.

449. Under the Commonwealth Therapeutic Goods Act 1966 standards may be set.
A Therapeutic Goods Advisory Committee is appointed under the Regulations to
consider standards. A Drug Evaluation Committee advises on imported contracep-
tives, but local products are not subject to Commonwealth regulation except in the
cases mentioned.

450. The Tasmanian Legislative Council Select Committee on Therapeutic Goods,
Health Foods and Cosmetics concluded that contraceptives should be as efficient as
possible, and that quality control of non-prescribable contraception is inadequate.
They recommended complementary State and Commonwealth legislation to regulate
the manufacture, distribution, labelling and advertising of contraceptives and to pro-
vide standards. We support these recommendations. A joint Commonwealth-State
committee should be established to set and enforce standards.

451. There is a special need to take action to ensure that non-prescription items are
of good quality, particularly condoms. We think the use of condoms should be
actively promoted, but it is essential that they comply with minimum standards.

452. There is as yet no Australian standard for condoms. Unofficial tests carried out
on condoms available in Australia have found high failure rates.” The Standards As-
sociation of Australia is now in the process of adopting an Australian Standard
Specification for rubber condoms. The Standard requires adequate instructions for
use, storage and expiry date. It also sets standards for materials, design, freedom from
holes, bursting strength and packing and marking,

453. Inour view the government has a responsibility to ensure that condoms do not
enter the market in Australia unless they comply with appropriate standards.

Packaging and instructions

454. It is important that people be given adequate instruction in the use of all con-
traceptives. When they have to be prescribed there is an opportunity to do this, but it
may not be taken or the information may be misunderstood or forgotten. Appropriate
and easy to understand instructions should be included with all packages of contra-
ceptive products. These should be in several languages.

455. In the case of the pill each packet should contain a list of contra-indications to
the use of the oral contraceptive and adequate instructions on how to use the pill,
including what steps should be taken if one or more pills have been omitted and the
circumstances under which a doctor should be consulted. Other prescription items,
such as the diaphragm, should also have adequate instructions. The FPA makes pam-
phlets available about all methods of contraception and most prescription products
do contain instructions.

456. The need for instructions is even more important in the case of non-
prescription items where the user may have had no contact with a doctor or coun-
sellor. A recent survey carried out in Sydney found many inadequacies, ambiguities
239. For full details see Finlay & Glasbeek, part A, pp. 22-7.

240. Tests are reported by the Tasmanian Select Committee, and in Some socio-medical aspects of sex
(Sydney Uni., Postgraduate Representative Association, 1973).
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and complexities in oral contraceptive instruction sheets.”' These findings led the
Australian Federation of Family Planning Associations to write to drug firms to ask
for clarification on a number of points, including how to take the pill correctly, when
contraception is effective/ineffective and what to do if pills are missed.

457. The standards set for condoms should ensure that:

(a) the packet is properly date-stamped with instructions on storage;
(b) the packet contains instructions on use.

Appropriate requirements about packaging and instructions should apply to all
contraceptives.

Pregnancy testing

458. At present pregnancy testing is done by medical practitioners, at hospitals,
family planning and abortion clinics and by pharmacists. The law may vary from
State to State; the position in NSW so far as pharmacists are concerned is that they
may carry out tests using restricted substances but may not charge for materials or sell
a test kit without a prescription.”? The NSW pharmacists organisations have also laid
down the following rules:

(a) pregnancy testing should only be carried out by pharmacists who can demon-
strate evidence of expertise in the use of diagnostic aids;

(b) under no circumstances will diagnosis of pregnancy be undertaken by a
pharmacist;

(¢) no advertising of pregnancy testing services is permissible, other than a display
of a card within the pharmacy—the card to be no more than 100 mm x
230 mm and to carry no more than a simple statement that tests are carried out
or conducted on the premises;

(d) all tests must be carried out in an area physically separate from the dispensing
area, and the testing area must be adequately equipped;

(e) the results of any tests undertaken must be referred directly to the patient’s
medical practitioner.

459. Pregnancy testing is said to be a problem for some women whose doctors are
unwilling or unsympathetic or who do not have ready access to a doctor, clinic or
pharmacist.** A Brisbane pharmacist, Pam Gorring, spoke of the need to develop a
reliable pregnancy testing kit available without prescription for women in remote
areas or those who do not necessarily wish to approach their doctor.” Such kits are
available in some countries, but in Australia they could not be sold without a prescrip-
tion because they contain scheduled substances.

460. The Lane Committee in the UK considered this issue and recommended that
the Health Department either license or ban do-it-yourself kits.**

461.. While there are advantages in testing being carried out at a specialised clinic,
able to provide counselling and other services, there is also a need to ensure that
women who do not have access to services are able to have a test done promptly and
inexpensively. The Department of Health should encourage the development of a
pregnancy testing service for women in remote areas or those who have no ready

241. Hawker, 1977, pp. 67-9; see also Submission 556, Cole & Beighton.

242, Dr A. Douglas, Medico-legal aspects of pregnancy tests (delivered at Monash Uni., July 1976).
243. Snyder & Wall, p. 29.
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